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MY DOCTOR!” 

















‘™ WE BALKS more than ever these days at doing 
H things the hard way, the wordy way, the 
long way. 

“That’s one reason he made a point of looking 
into S-M-A. And then put me on it so enthu- 
siastically. 

“He welcomed a sound formula that freed 
him from repeated juggling and re-calculations 
with milk, carbohydrate, water. It was a help to 
find that he could explain to a mother or nurse 
in just two minutes how to mix and feed S-M-A*. 

“But, best of all, he feels certain that he is prescrib- 
ing an infant food that closely resembles breast 
milk in digestibility and nutritional completeness! 


“Js he happy today about what S-M-A has 
done for me! I can tell, whenever he checks me 
over. And is Mommy happy, too! And am J! 


“T can tell you—EVERYBODY’S happy if it’s 
an S-M-A baby!” 


*One S-M-A measuring cup powder to one ounce water. 


S-M-A is derived from tuberculin-tested cow’s milk, the 
fat of which is replaced by animal and vegetable fats, 
including biologically tested cod liver oil, with milk sugar 
and potassium chloride added, altogether forming an anti- 
rachitic food. When diluted according to directions, 
S-M-A is essentially similar to human milk in percentages 
of protein, fat, carbohydrate, ash, in chemical constants 
of fat and physical properties. A nutritional product of 
the S.M.A. Corporation, Chicago, Division WYETH 
Incorporated. 


'S HAPPY IF IT’S AN Gwe) BABY! 


REG. U, S. PAT. OFF, 
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EDITOR I-ALS 


UNREST AMONG AMERICAN PHYSICIANS: 

SPONTANEOUS ESTABLISHMENT OF NEW 

MEDICAL AND PUBLIC HEALTH ORGANI- 

ZATIONS OF REGIONAL AND NATIONAL 
SCOPE 


Existing Limitations of the American Medi- 
cal Association.—Several years ago the Federal 
income authorities queried the American Medical 
Association and some of its constituent state as- 
sociations concerning their taxation status. In par- 
ticular, whether they were nonprofit “scientific 
societies,” pure and simple—or whether, because 
of their activities in public health legislation and 
other matters, they should not more properly be 
classed as “business leagues.”” The American Medi- 
cal Association maintained that it- was a scientific 
organization, and its petition having received ap- 
proval, it has been able to keep in its treasury many 
thousands of dollars that would otherwise have 
been paid to the Federal Government in taxes. The 
California Medical Association was one of the con- 
stituent state units that was practically obliged to 
submit to the business league classification in order 
to carry on its legitimate functions, and has been 
paying Social Security taxes on that basis. 

These facts are stated because upon them is 
largely based the dilemma in which the medical 
profession of the United States—as represented in 
organized medicine by the national, constituent 
state and component county medical societies—now 
finds itself. It is a most serious situation, since the 
advancing trend toward national socialized medi- 
cine—with all the deplorable deficiencies that will 
then become operative in medical practice—cannot 
be stopped by a scientific association, which seem- 
ingly is not in position to take active part in legis- 
lative matters. Some of the legal phases were 
touched upon in the American Medical Association 
trial in the District of Columbia. 

Because of its classification as a “scientific or- 
ganization,” the American Medical Association 
presumably cannot or does not engage actively in 
giving battle in Congress and elsewhere on pro- 
posed laws that may imperil the best interests of 
the public health and medical practice. There- 
fore, unfortunately, it seems unable to maintain in 
Washington, D. C., a bureau of information, where, 
through its representatives, it would be in better 
position to constantly contact Congressmen and 
departmental officials, and explain why certain 
proposed legislation would be detrimental to the 
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best interests of the people; nor can it use all the 
accepted similar ways and means that permit in- 
dustrial, agricultural and other organizations to 
protect their respective interests. 

During the past twenty years or so, the forces 
in back of socialized medicine programs have be- 
come so militant and powerful, that the lack of a 
resident bureau of information in Washington, to 
fight in protection of all the beneficent objectives 
for which scientific medicine stands, has seriously 
handicapped organized medicine. Today, in ad- 
dition, the medical profession of the United States 
is faced with many new social welfare and political 
problems. These are most serious in their impli- 
cations regarding the future nature and quality of 
medical practice and if not promptly recognized 
may lead to far-reaching legislation that will have 
disastrous consequences to future public health and 


medical standards. 
x * * 


Problems At Issue Are Well Known.—The 
above facts present nothing new to a host of offi- 
cers and many members of national, state and 
county groups in organized medicine. In recent 
years, the minutes of the Houses of Delegates of 
both the American Medical Association and the 
State Associations have teemed with resolutions 
related to the above. Sometimes in the lines, and 
often between, may be noted the prevailing unrest 
and unhappiness of many physicians concerning 
the almost static attitude of organized medicine in 
Washington, in so far as the American Medical 
Association is concerned. As the proponents of 
plans to socialize medicine have become more active 
and vociferous in the promotion of their various 
programs, physicians who have kept in touch with 
what had been and is taking place, naturally have 
grown increasingly restless and critical concerning 
the practical inaction of organized medicine. 

* * * 

Spontaneous Formation of Nonstatic Organi- 
zations.—Consequently, it is not surprising that 
in different sections of the United States organized 
attempts should have spontaneously arisen, de- 
signed to bring about a betterment through pro- 
cedures that would safeguard the public health and 
medicine. Concerning two of these recent groups, 
comment is made below, since their activities bear 
on what has been stated above. 

? f if 


California’s Public Health League: 


Members of the California Medical Association 
are well acquainted with the value of public health 
league organizations, embracing membership com- 
posed of physicians, dentists, pharmacists, nurses, 
and allied groups. California’s original League 
came into existence in 1918, and carried on a suc- 
cessful battle against the attempt made at that time 
to foist a compulsory health insurance plan upon 
the State. 

The present “Public Health League of Cali- 
fornia,” organized as such in 1933, has been the 
medium through which later attempts to establish 
a compulsory health system.in California also have 
been prevented. In the capitol at Sacramento, the 
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present League has been the active agency through 
which much anti-public health legislation has been 
frustrated. Some of its story was briefly indicated 
in CALIFORNIA AND WESTERN MeEpIcINE for De- 
cember, 1943, on pages 302-304. 

So convinced are the constituted authorities of 
the California Medical Association concerning the 
value of organizations made up of members from 
medical and affiliated professions and groups, that 
approval was given by the California Medical As- 
sociation Council to send the League secretary, 
Mr. Ben Read, to Washington, with instructions 
to bring back a report on his observations. Mr. 
Read’s and other reports received further approval 
through the California Medical Association Coun- 
cil’s sanction of the plan to call a meeting of repre- 
sentatives of the eleven western state associations 
for discussion of organized medicine problems of 
mutual interest. The report of the first conference 
held in Salt Lake City on December 11, 1943, ap- 
peared in CALIFORNIA AND WESTERN MEDICINE 
for January, 1944, on pages 27-32. Every member 
of the California Medical Association owes it to 
himself and his profession to scan those pages and 
familiarize himself with the plans proposed. 

The California Medical Association Council, at 
a meeting held in San Francisco on January 23, 
1944, after consideration of the reports submitted 
by the California Medical Association Committee 
on Public Policy and Legislation and other related 
reports presented at that time, took action as 
noted below.* 

“Report of the Committee on Public Policy and 
Legislation: 

“Dr. Dwight H. Murray, Chairman of the Com- 
mittee on Public Policy and Legislation, submitted 
reports as follows: 

- “(a) On the visit of Mr. Ben Read, Secretary 
of the Public Health League of California, to Wash- 
ington, D. C. 

“(b) On the proposed Western States Public 
Health League, held by representatives of some of 
the constituent state medical associations, which met 
in Salt Lake City on December 11, 1943. 


“Mr. Read, Secretary of the Public Health 
League, submitted a detailed report, giving much 
additional information. 

“In the proposed Western States Public Health 
League, the quota of the California Medical As- 
sociation, in relation to costs that would be in- 
volved in the maintenance of an office in Wash- 
ington, D. C., for a period of twelve months, was 
discussed in detail by Councilors. After full dis- 
cussion, on motion by Councilor Bruck, duly sec- 
onded, it was voted to approve the organization of 
the proposed Western States Public Health League 
and that funds to the amount of $18,000 be allo- 
cated to support the activities that had been out- 
lined ; with particular reference to the establishment 
of a medical bureau of information in Washington, 
D. C., through which it would be possible to in- 

* Minutes of the 314th Council Meeting, held on Janu- 


ary 23, 1944, will appear in the March issue of CALIFORNIA 
AND WHSTERN MEDICINE, 
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form members of Congress, and also the medi- 
cal profession, concerning legislation related to 
public health and medical practice interests and 
standards.” 

 #::% 


United Public Health League—At the second 
meeting, held in Salt Lake City on January 29, 
1944, the tentative name, ‘“‘Western States Public 
Health League,” was changed to “United Public 
Health League.” A statement of the principles 
adopted at that meeting follows: 


STATEMENT OF PRINCIPLES 

Believing that the public health and welfare of the people 
of the United States demand that the medical profession 
promote a closer codrdination between the profession and 
all branches of the Federal Government; and 

Believing that Federal legislators and officials are not 
being kept adequately informed of the problems inherent 
in the furnishing of adequate medical care and the mainte- 
nance of high professional standards, we the founders of 
the United Public Health League do hereby adopt the fol- 
lowing principles, which shall govern and guide the oper- 
ation of the League: 

1. The purposes and objects of the United Public Health 
League shall be those set forth in the Constitution and 
By-Laws of the League, namely, as follows: 

(a) To educate the public to the proper evaluation of 
medicine, dentistry, nursing and the allied health sciences ; 

(b) To make social, economic and other studies pertain- 
ing to the preservation of the public health and the care 
and treatment of the sick and injured; 

(c) To gain the enactment of Federal legislation effect- 
ing the greater usefulness of ethical medicine, dentistry, 
nursing and the allied health sciences ; 

(d) To protect the public health, particularly by sug- 
gesting and supporting desirable forms of legislation and 
by opposing objectionable forms of medical, dental, and 
public health legislation submitted to the Congress of the 
United States ; 

(e) To protect the public against quackery and patented 
nostrums, fraudulent advertising and the medical practices 
of unqualified persons and groups; 

(f) To support those agencies having public health 
duties and functions in their efforts to reduce the preva- 
lence of disease and disability and to promote the health 
of the people; 

(g) To protect qualified persons, institutions and agen- 
cies engaged in the care and treatment of the sick against 
unjust encroachment upon their functions and activities. 

2. It- shall be the policy of the United Public Health 
League. to codperate with all allied ethical professional 
groups or other organizations which have mutual interests. 

3. Recognizing the splendid achievements of the Ameri- 
can Medical Association and its component societies in the 
fields of medical science, education, and research, it is spe- 
cifically affirmed that it is not the purpose of the United: 
Public Health League to enter into competition with any 
of these societies, but only to supplement their present 
activities. 

Ff -F  ¢F 


Association of American Physicians and Surgeons: 


The other newly formed organization to which 
attention is called is the “Association of American 
Physicians and Surgeons,” brought into being on 
December 1, 1943, by the Lake County Medical So- 
ciety of Indiana, with headquarters at Gary, Ind. 
On page 8 of its 12 by 19 inch tabloid News release, 
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it is stated that a copy of News of A. A. P. S. has 
been mailed to every physician in the United States. 
No matter what personal reactions of physicians 
may be to the Lake County plan, it cannot be denied 
that Vol. 1, No. 1, of the News publication con- 
tains much thought-provoking matter. Here only 
one excerpt is given: 


“Not a ‘Doctors’ Union’ ” 

‘Asked if the new organization is not a ‘Doctors’ 
Union,’ ” Waterson [executive secretary] said that 
“The description is not accurate, if current usage 
of the term ‘union’ implies a willingness to strike, 
because the ethical standards of physicians will 
never permit them to withhold their services for 
any cause from those in need of medical care. 

“Tf, however,” he said, “a union is interpreted 
to be an organization that protects the public from 
the low quality of medical care unfailingly de- 
livered by bureaucratically regimented physicians 
under systems of compulsory health insurance; if 
a union is an association of doctors who refuse to 
permit sickness and human suffering to be thrown 
into the political pork barrel; if a union is an or- 
ganization of physicians who refuse, in the public 
interest, to participate in political schemes that rob 
them and their patients of the freedom that is 
guaranteed them by the Constitution—then the 
Association of American Physicians and Surgeons 


is a union.” 
*x* * * 


This Year’s American Medical Association 
House of Delegates Is Confronted With Seri- 
ous Work.—In view of activities such as the fore- 
going, the opinion may be expressed that when the 
House of Delegates of the American Medical As- 
sociation meets in Chicago on June 12 to 16, 1944, 
its members will be called upon to do something 
more than merely pass resolutions. At that time, 
if steps are not taken to actively implement exist- 
ing or newly constituted bodies of the American 
Medical Association that are concerned with the 
issues involved, it is possible, nay probable, that 
other organizations—now existing or yet to be 
formed—will take up the work to maintain in mili- 
tant manner, through measures such as have been 
referred to, the efficient public health and medical 
standards to which the people of the United States 
are entitled. 


MATERNITY-PEDIATRIC PROGRAM OF 
FEDERAL CHILDREN’S ‘BUREAU 

Explanation of Present Comment.— Much 
comment has been made in CALIFORNIA AND 
WESTERN MepicINE on the procedures of the 
maternity-pediatric program of the Children’s Bu- 
reau of the United States Department of Labor and 
the implications relating thereto.* And additional 
reference is now made to call attention to the 
procedure adopted by the Sacramento County 
Medical Society (Sacramento Society for Medical 
Improvement) which appears in CALIFORNIA AND 
WEsTERN MenpicinE for January, on page 31. The 

*A list of references appeared in CALIFORNIA AND 


WESTERN MEDICINE: December, 1943, page 342; January, 
1944, page 31. 
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members of that component county unit affirm that 
they are prepared to give gratuitous service to the 
wives and infants of enlisted men, and prefer to 
do this rather than accept the arbitrary fee schedule 
inflicted upon the medical profession of the United 
States by the Federal Children’s Bureau. The 
blank forms which the Sacramento Society has 
drafted are also designed to make it possible for 
the wives to secure, without cost, such hospitali- 
zation as may be available under the plan put out 
by the Children’s Bureau. As a side-comment, it 
is of interest to note that the appropriations by 
Congress made no provision to compensate the 
different States for the printing, clerical, adminis- 
trative and other expense they were put to in carry- 
ing forward the Federal program. 
* * * 


California’s Money Contribution.—In Cali- 
fornia the sum is large. A tentative cost of the 
Federal program that has been falling directly upon 
the treasury of California is about $85,000, such to 
cover a period of twelve months. To this should 
be added about $15,000 that has been transposed 
from Federal child welfare activities that have been 
in successful operation since 1918, and which it has 
been necessary to set aside. 

Worthy of the attention of Congressmen is the 
fact, that these extra expenditures by the various 
States are necessary largely because of the compli- 
cated checking and cross-checking of Federal Chil- 
dren’s Bureau’s paper forms and reports. Before 
Congress, the Bureau’s representative presumably 
gave the impression that their present plan, that is 
so obnoxious to physicians, conserves Federal 
moneys. Is such the case, when the extra expendi- 
tures of the States are included? Would it not be 
less expensive, in the long run, if the payments 
were made direct to the wives, thus doing away 
with all these annoying and uncalled-for bureau- 
cratic paper reports and procedures? Why not 
place all the facts before the national legislators ? 

* * * 


A Variable Fee Table: What Maine Advises. 
—The fee table promulgated by the Federal Chil- 
dren’s Bureau varies in different States, according 
as its representatives have been able, supposedly, to 
induce authorities in the different commonwealths 
to undercut established maternity and pediatric 
fee schedules. 

In Maine, for instance, instead of the fifty-dollar 
fee allowed for California, the stipend to attending 
physicians is thirty-five dollars. 

In the Journal of the Maine Medical Association 
for January, appears a report of its Committee on 
Maternal and Child Welfare, containing the follow- 
ing paragraph worthy of the attention of members 
of the California Medical Association: 

“Before agreeing to care for a patient under 
this plan, the physician should explain to her ex- 
actly where she stands. She cannot plan to have 
luxuries on the strength of having no doctor’s bill 
to pay. She cannot have a private room when ward 
care is obtainable, nor can she have a private nurse 
unless authorized for good reason. She cannot call 


Vol. 60, No. 2 


the physician to her home at Government expense, 
nor can she expect later to call him to the baby to 
explain trifling symptoms. In short, the plan gives 
her and her baby necessary care, without frills. Un- 
less the doctor explains this carefully, some un- 
reasonable patients will impose on him.” 

* * * 


Children’s Bureau’s Multitudinous Rules.— 
In connection with the plan of the Federal Chil- 
dren’s Bureau, members of the Association should 
not fail to scan—it would take almost too much 
time to read—the multitudinous rules and regu- 
lations which the select circle in the Federal Chil- 
dren’s Bureau in Washington, D. C., has seen fit 
to present to the medical profession of the United 
States. These are printed in small type in The 
Journal of the American Medical Association for 
January 22, 1944, on pages 241-246 inclusive. In- 
spection of the same should convince readers con- 
cerning the kind of medical practice that will obtain 
in the days to come in case the Wagner-Dingell- 
Murray bill (S. 1161; H. R. 2861) is enacted. 

At the annual conference of State Association 
secretaries and editors, held at the American Medi- 
cal Association headquarters in Chicago on No- 
vember 20 and 21, 1943, the Federal Children’s 
Bureau program was one of the topics on the pro- 
gram. The Journal of the American Medical As- 
sociation for January 15, 1944, on pages 171-178, 
presents the paper by Dr. L. Fernald Foster of 
Michigan and the comments which followed. The 
recital of California’s experience with the Chil- 
dren’s Bureau’s representative, Dr. Edwin F. Daily, 
appears in the current issue of CALIFORNIA AND 
WESTERN MEDICINE, on page 77 (Item XLIII). 


CALIFORNIA MEDICAL ASSOCIATION’S 
PUBLIC RELATIONS SURVEY 
OF CALIFORNIA 

The Survey Has Been Made.—By now, com- 
ponent county societies and members who are inter- 
ested in the rapidly moving legislative procedures 
related to adequate medical care, as proposed in 
Social Security plans such as the Wagner-Murray- 
Dingell bill (S. 1161; H. R. 2861), are aware that 
the Council of the California Medical Association 
authorized a survey,* in an effort to secure accu- 
rate information on the attitude of California citi- 
zens concerning the medical profession and pro- 
posed Federal legislation of a socialized medicine 
nature. 

In CALIFORNIA AND WESTERN MeEpICcINE for 
January, on page 5, a brief progress report was 
given. To permit those who are interested—and 
every member of the California Medical Associ- 
ation should be very much concerned—Item 5 of 
the minutes of the 314th meeting of the California 
Medical Association Council, which will appear in 
full in the March number of CaLiFrorNIA AND 
WESTERN MEDICINE, is presented in advance so 
that readers may have further information as to 
the survey that has been made. 


* References to Council minutes in CALIFORNIA AND 
WESTERN MEDICINE: August, 1943, Item 9 on page 173; 
November, 1943, Item 5 on page 273. 
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Information Concerning the Nature of the 
Survey.—The text of the minutes concerning the 
survey (Item 5) follows: 


“Public Opinion Survey re Medical Profession: 

“The firm of Foote, Cone & Belding, through its 
representative, Mr. John R. Little, submitted a 
report on the ‘Survey of Public Relations of the 
California Medical Profession as of January, 1944.’ 
The same was a survey of 5,090 personally con- 
ducted interviews with a representative cross sec- 
tion of the population of the State of California, 
made during the month of November, 1943. 

“Mr. Little submitted an interpretative report 
to the Council, the same being the considered 
opinion of a 24-man board of public opinion special- 
ists associated with the firm of Foote, Cone & 
Belding. 

“The interpretative report dealt with the 232- 
page detailed report and tabulation, copies of which 
were also submitted. The mimeographed report 
of more than 200 pages exhaustively covered many 
subjects vital to the medical profession. It was 
stated that the survey was accurate to within a very 
small degree of error. For the basis of calculation, 
the population of California was taken as seven 
million. By using the tables in the survey, it is 
possible to determine what is the opinion of lay 
citizens, in relation to medical practice and pro- 
posed Federal legislation as shown in various geo- 
graphical districts, according to factors such as 
sex, age, occupation, size of city, income class, 
length of residence, etc. 

“Mr. Little stated that one of the heart-warming 
elements of the survey was the high opinion in 
which most citizens hold the profession of medi- 
cine. The difficulties facing the medical profession 
dealt, however, with other factors. The interpre- 
. tative report by Mr. Little dwelt only on one or 
two of the more important elements involved. 

“Questions and discussion followed. Upon mo- 
tion made and seconded, it was voted that, until 
such time as was deemed proper by the Council, 
the contents of the interpretative and of the com- 
plete mimeographed report be held as confidential. 
In the meantime, members of the Council will study 
the report in detail for better orientation and under- 
standing, in connection with action to be taken at 
the next meeting of the Council. 

“Statement was submitted by Foote, Cone & 
Belding for the costs of the service rendered in 
making the survey, in the amount of $7,198.46, 
and on motion made and seconded, payment was 
authorized. Several councilors expressed them- 
selves as believing the facts brought out more than 
justified the expense involved.” 

Concerning the above, more will appear in future 
issues of the OFFICIAL JOURNAL. 


MIGRATORY AGRICULTURAL WORKERS 
OF CALIFORNIA: THEIR HEALTH CARE 


Problem of Medical Care of Migrant Agri- 
cultural Workers.—Care of the health of thou- 
sands of needy agricultural workers, both those 
who are residents of California and the large num- 
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ber who voluntarily, or through Federal aid as in 
the case of the Mexicans, are brought into the 
State—to move from place to place and work on 
the various crops as they mature—is a subject 
which to some may seem to be of interest to only 
a limited number of California citizens. The prob- 
lem of medical aid, however, to many of these needy 
workers and their families who are, or have been, 
and in places are still called upon to live and work 
under conditions that fail to conform: to minimum 
public health standards as regards housing environ- 
ment and facilities is, nevertheless, one that should 
be of wide concern to all Californians. Physicians 
need not stretch their imagination to visualize 
how such itinerant workers, who are often poorly 
nourished and diseased, when grouped together 
under conditions not by any means sanitary, may 
become a menace not only to themselves, but to 
the citizens of nearby communities, and so to the 
people of the State at large. 
* * * 


Proposed Legislation of Recent Months.— 
Recent issues of CALIFORNIA AND WESTERN MeEpt- 
cINE* have presented comment on these problems, 
with special reference to legislation still pending 
in the United States Congress, which, if enacted, 
may nullify much of the good work that has been 
carried on under the direction of the governmental 
corporation—“Agricultural Workers’ Health and 
Medical Association.” This nonprofit organization 
came into existence in 1938 through the efforts of 
the regional directors of the Federal Farm Security 
Administration, who at that time were faced with 
the problem of giving indicated medical attention 
to needy agricultural workers and their families. 
A large number of such workers were not citizens 
of California and, therefore, ineligible for care in 
county and similar public hospitals. Up to that 
time the burden of giving gratuitous service to these 
unfortunates, in good part, had fallen upon the 
shoulders-of civilian physicians in the various com- 
munities where these migrants were quartered. 

* * * 


How California Medical Association Became 
Interested.—It was then that the Governmental 
authorities requested advice and help from our 
State Association. The California Medical Associ- 
ation Council responded by nominating Dr. Karl 
L. Schaupp, present president of the California 
Medical Association, to represent it. Here it is 
sufficient to state that under the direction of him- 
self and that of his two physician colleagues, the 
medical service for the needy migratory workers 
has been carried on in manner that has subserved 
the best standards of healing-art care, in so far as 
appropriations permitted. 

* * * 

Recent Legislative Proposals.—During the 
past several months, through influences not alto- 
gether discernible, in one of the political and de- 
partmental interchanges or mix-ups, so frequently 
in evidence nowadays at Washington, D. C., the 

* References in CALIFORNIA AND WESTERN MEDICINE: No- 


vember, 1943, pages 287-289; December, pages 343-344; 
January, 1944, pages 32-33. 
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entire medical program has been endangered, 
through certain provisions in the proposed laws. 
In other words, the good work of the past six years 
would come to an end, with possible return to the 
unfortunate conditions existing in 1938. 

Faced with this dilemnia, the representatives of 
the California Medical Association, through Doctor 
Schaupp, contacted and informed California Con- 
gressmen concerning the issues at stake. Perusal 
of the footnote references already given will permit 
readers to acquaint themselves with the details of 
the endeavors that have been made to secure 
amendments to the proposed laws. 

* * * 


Generous Codperation of California’s Sena- 
tors and Congressmen.—It is heartening to be 
able to state that, once the implications of the pro- 
posed legislation were explained to the California 
Senators and Congressmen, hearty cooperation was 
promised. Senator Hiram W. Johnson introduced 
S. 1493 and Congressman George E. Outland sub- 
mitted a companion bill, H. R. 3651. At the time 
of this writing, the final report of the Senate and 
House Conference Committees in Congress is not 
known. However, in response to the recommen- 
dations of the California Medical Association—in 
cooperation with organizations such as the Cali- 
fornia State Chamber of Commerce, the California 
Farm organizations, and others—the appropriation 
for medical care that had been reduced 50 per cent 
was restored, and other desirable amendments also 
made. It is pleasing to be able to express thanks 


to the United States Senators and Congressmen 
from California and to the Appropriations Chair- 
men from other States, for the generous aid ren- 
dered by them. 


JOHN STROTHER GRIFFIN, M. D.—FIRST 
PRESIDENT OF THE LOS ANGELES 
COUNTY MEDICAL ASSOCIATION 


Important Historical Legacy Left to Cali- 
fornia by Doctor Griffin.—The medical pro- 
fession of California, and particularly members of 
the Los Angeles County Medical Association, 
should congratulate themselves that the California 
Historical Society has brought off the press a hand- 
some volume of ninety-seven pages, “A Doctor 
Comes to California—The Diary of John S. Griffin, 
M. D., 1846-1847.” 

When the seven founders of the Los Angeles 
County Medical Association met in the office of 
Doctors Griffin and Widney on January 31, 1871, 
to bring that organization into existence - they 
elected as their first president, Doctor Griffin, 
whose diary is the basis of the volume noted above.* 
In the years that have since elapsed, the Los An- 
geles Society has steadily grown, until today its 
membership embraces some 2,922 physicians, a 
total so imposing as to place it in the group with 


*A Doctor Comes to California: The Diary of John 8. 
Griffin, Assistant Surgeon with Kearny’s Dragoons, 1846- 
1847. With an Introduction and Notes by George Walcott 
Ames, Jr., and a Foreword by George D. Lyman, M.D. 
Cloth. Pp. 97, with illustrations. Price, $2.31. San Fran- 
cisco: California Historical Society, 456 McAllister, San 
Francisco, 1948. 
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the first four or five largest component county 
medical units in the United States. 


The volume here referred to is a transcription 
of Doctor Griffin’s journal which he kept when 
attached as assistant surgeon in General Kearny’s 
“Army of the West,” which consisted of three 
companies of dragoons, who started in 1846 from 
Santa Fe, New Mexico, to take possession of 
California under orders from the United States 


Government. 
* * * 


The 1846 Trek from New Mexico to Cali- 
fornia.—That journey from Santa Fe to San 
Diego, and northward to Los Angeles and other 
California districts, began on September 25, 1846. 
Doctor Griffin’s story concerns the hardships en- 
dured by General Kearny’s small force as it crossed 
the unknown and trackless deserts, and it recounts 
what took place in the battles of San Pascual, San 
Gabriel, La Mesa and Los Angeles, and reveals 
his methods of treatment for wounds and diseases 
afflicting the soldiers in his charge. The narrative. 
is most interesting. 

Doctor Griffin received his M. D. degree from 
the University of Pennsylvania in 1837, practicing 
his art in Louisville for three years, to then enter 
the United States Army as an assistant surgeon. 
He remained in the Army until 1854, then resign- 
ing to take up practice in the “pueblo of Los An- 
geles,’’ where he remained until his death, at the age 


of 82, in 1898. 


* * * 


An Unusual Group of Founders.—It is a re- 
markable historical fact that the Los Angeles 
County Medical Association, in its group of seven 
founders, should have had three individuals whose 
services to their community and to the medical 
profession were of exceptional worth: . .. John 
Strother Griffin . . . Joseph Pomeroy Widney ... 
Henry Sayre Orme. | 

Concerning Doctor Griffin’s diary, Dr. George 
D. Lyman of San Francisco, who wrote the illumi- 
nating foreword to the volume now receiving com- 
ment, states that “Bancroft, in writing that part 
of the history of California, depended on a tran- 
scription of Griffin’s diaries. ‘His Journal of 
46-47,’ writes Bancroft, ‘is one of the best authori- 
ties extant.’ Unfortunately, he did not have the 


‘original as here presented.” 


Joseph P. Widney, who shared offices with 
Doctor Griffin in 1871, was a graduate of Toland 
Medical College (U. C.) and later organized the 
College of Medicine of the University of Southern 
California, in time becoming the president of that 
institution and saving its properties from fore- 
closure through advancement of money from his 
own resources. Doctor Widney’s death, at the age 
of 91, occurred on July 4, 1938.* 

Henry Sayre Orme, another of the founders, 
was a surgeon in the Confederate Army. He was 


* Concerning Dr. J. P. Widney, see CALIFORNIA AND 
WESTERN MEDICINE: August. 1938, pages 106 and 161; 
mag ae page 292; May, 1936, page 396; and June, 1937, 
page fe 





February, 1944 


president of the California State Board of Public © 


Health, and in 1878 had the honor of being the first 
physician from Southern California to be elected 
president of the Medical Society of the State of 
California. The next two presidents from the 
southern section of California were Dr. Walter 
Lindley in 1888, and Dr. William LeMoyne Wills 
in 1895. These notations are given to indicate that 
in the last half of the preceding century the Medi- 
cal Society of the State of California—our present 
State Association—secured its members and offi- 
cers largely from counties north of the Tehachapi ; 
the Southern California Medical Society of that 
period filling a somewhat similar rdle in the 
southern section of the State. 

These comments are made here to remind the 
three thousand members of the Los Angeles County 
Medical Association concerning the high character 
and achievements of the physicians who brought 
their Society into existence. 
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ACQUIRED HEPATIC SENSITIVITY 


Clinically suggestive new data regarding the 
topographical distribution of specific antibodies 
and related local anaphylactic phenomena are re- 
ported by De Gara and Angevine* of the Depart- 
ment of Pathology, Cornell University. 

The New York pathologists first studied the pre- 
sumptive origin and topographical distribution of 
specific antibodies resulting from intracutaneous 
injections of nonviable Streptococcus hemolyticus 
or Type I Pneumococcus in rabbits, these two vac- 
cines being selected largely because they had been 
previously neglected in similar studies. Within five 
to twelve days following a single intracutaneus 
injection of these vaccines, both specific agglu- 
tinins and specific precipitins were detected in rela- 
tively high titer in extracts from the site of the 
injection, from the regional lymph nodes, and from 
ithe spleen, bone marrow, and liver. During this 
time the serum titer usually remained negative. 
Two to three weeks later, however, the titers of 
the blood serum and organ extracts became practi- 
cally identical. After the fourth week, the serum 
titer decreased more rapidly than the titer of the 
tissue extracts. The spleen, liver, and bone marrow 
yielded relatively high titer extracts long after the 
blood stream had become negative. During all this 
time extracts from the kidney, anterior wall of the 
stomach (smooth muscle), and noninjected parts 
of the skin remained of negligible titer. 

From this evidence the Cornell investigators 
concluded that specific antibacterial antibodies are 
formed mainly or solely in the locally injected skin 
area, regional lymph nodes, spleen, liver, and bone 

t This department of CALIFORNIA AND WESTERN MEDICINE 
presents editorial comments by contributing members on 
items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invitation 
is extended to all members of the California Medical Asso- 
ciation to submit brief editorial discussions suitable for 


publication in this department. No presentation should be 
over five hundred words in length, 
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marrow. The fact that macrophages accumulate 
in these parts gave plausibility to their belief that 
macrophages are the cells mainly responsible for 
local fixation of bacterial antigens and local anti- 
body formation. 

De Gara emphasizes the bearing of these data 
on current theories of acquired regional sensitivity. 
The degree of sensitivity of the injected skin for 
example was estimated from the diameter and 
height of the local wheal resulting from intra- 
cutaneous injection of 0.1 cubic centimeter of 
homologous vaccine. Under nembutai-ether anes- 
thesia, similar quantitative tests were made with 
the exposed liver, spleen kidney, and anterior wall 
of the stomach, the apparent severity of the re- 
sultant local anaphylactic reaction being confirmed 
by histological methods. De Gara was able to 
demonstrate no correlation between local tissue 
sensitivity and serum titer, strong reactions occur- 
ring both in the presence and absence of circulating 
antibodies. Moreover, there was no correlation 
between skin sensitivity and the severity of the 
local hepatic anaphylaxis, necrotizing hepatic re- 
actions occurring in many rabbits whose skin was 
entirely negative. 

This hepatic sensitivity is reminiscent of the 
experimental focal necroses of the liver reported 
by Hartley and Lushbaugh.? Hartley found that 
crystalline egg albumin injected into the mesenteric 
vein of rabbits previously sensitized to egg albumin 
caused massive areas of coagulative necrosis of the 
liver, presumably due to local antigen-antibody re- 
actions. De Gara found that after the thirty-second 
day specific antibodies could not be detected in ex- 
tracts from hypersensitive livers. During the later 
stages of sensitivity, locally formed hepatic anti- 
bodies are apparently not readily dissociated from 
the hypersensitive hepatic cells. 

Whether or not the early dissociable and late non- 
dissociable parenchymatous antibodies are other- 


wise identical has not yet been determined. 
P. O. Box 51. 
W. H. Manwarne, 
Stanford University. 
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REFRACTORY BACTERIA IN HOUSE DUST 

That bacteria in house dust are often refractory 
to germicidal vapors is currently reported by Puck * 
and his co-workers of the Department of Medi- 
cine, University of Chicago. 

Following the successful air-borne transmission 
of streptococci, staphylococci, H. influenzae and 
influenza virus to laboratory animals, a method of 
preventing air-borne infections by the use of so- 
dium hypochlorite mists was proposed by Trillat.? 
Puluertaft * afterward suggested the use of certain 
resorcinol mists, which he found equally effective 
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in destroying air-borne bacteria and spores in a 
closed room. 

About forty other germicidal mists were subse- 
quently tested against nebulized bacterial cultures 
by Twort* and his co-workers of the Portslade 
Laboratories, Sussex, England. The British in- 
vestigators developed a mathematical theory of 
nebular disinfection based on the probability of col- 
lision between mist droplets and air-borne bacteria. 
From this theory it was logically deducted that 
balsams and other substances of low vapor pressure 
would be the antiseptic aerosols of greatest clinical 
efficiency. 

Since then propylene glycol and triethylene gly- 
col have been chosen by most American investi- 
gators as the aerosols of greatest promise. These 
two are nontoxic, odorless, tasteless, nonirritating 
to the respiratory mucosa and of high antiseptic 
titer,” one gram of propylene glycol vapor in 2 to 
4 million cubic centimeters of air, producing im- 
mediate and complete sterilization of air into which 
pneumococci, streptococci, staphylococci, H. influ- 
enzae or influenza virus have been sprayed. Com- 
plete sterilization requires a longer period of time 
with lesser concentrations. Pronounced bacteri- 
cidal effect are noted with concentrations as low as 
-one gram in 50 million cubic centimeters of con- 
taminated air. 

Contrary to the earlier contact theory, Robert- 
son® and his colleagues found that fully vapor- 
ized propylene glycol is most efficient. They also 
demonstrated an increased efficiency of propylene 
glycol vapor at lower temperatures. At 60 degrees 
Fahrenheit it is twice as effective as at 95 degrees 
Fahrenheit, with an intermediary efficiency at 75 
degrees Fahrenheit. Marked differences in bacteri- 
cidal action were also noted with different degrees 
of atmospheric humidity. The peak efficiency was 
found to be at 58 per cent humidity, with very 
rapid decreases in bactericidal titer with humidi- 
ties either above or below that optimum. 

The demonstrated effect of altered humidity led 
to a study of the relative susceptibility of moist, 
partially desiccated and fully desiccated bacteria. 
Their most striking observation was their demon- 
stration that propylene glycol vapor is without 
bactericidal effect on the fully desiccated bacteria 
of ordinary room dust. This suggests a hitherto 
unsuspected refractory phase for environmental 
bacteria or, as they believe, a certain type of union 
between dust and bacteria that will protect the 
microorganisms against the action of bactericidal 
vapors. This may conceivably be due to the for- 
mation of a repellent surface film on dust bacteria. 

This finding is of major clinical interest, since 
“In order to effect sterilization of ordinary room 
air it is clearly necessary to acquire much more in- 
formation concerning the physical state of micro- 
organisms associated with dust, and to develop 
means of effective dust control.” 

P. O. Box 51. 

W. H. Manwarine, 
Stanford University. 
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The Positive Health Program in the High School 
Aims of Health Education 


Dr. Max Mason, chairman of the Observatory Council, 
California Institute of Technology, has expressed the ideal 
in these words: 


Human engineering, the new emphasis of science, war- 
rants great optimism for the future of mankind. The ap- 
plication of the exact science to man, as a psychobiological 
organism, makes this the beginning of a new era for 
understanding human behavior. The goal for human engi- 
neering—that is, the application of this developing science 
of man—is to give every child the maximum mental, physi- 
cal, emotional and character power that his heredity will 
allow. And heredity is not so important a factor as we 
believe. 


The work in health has passed through two stages, 
namely, the curative phase and the preventive phase, and 
is now at the threshold of a third—the positive health phase. 
The first two of these are as important today as always. 
Today we stand at the frontier of this third phase. This 
is evinced by the following statement from the report 
of the joint committee on health problems in education, 
National Education Association and American Medical 
Association : 


There has been a definite improvement in health over 
the years. This is particularly noticeable in the last fifty 
years. Our measures of health improvement in-the mass 
are necessarily expressed indirectly either in negative 
terms of shrinking death rates or more directly in years 
of expectancy of life. Such measures are recorded and 
can be tabulated. Our records of illness are not recorded 
systematically and are, therefore, incomplete and spotty. 
They are limited to reported cases of communicable and 
occupational disease such as are required by law, insti- 
tutional reports; insurance statistics, and special studies. 
Even less complete is our knowledge of increased bodily 
vigor, strength, resistance, or general state of health, all 
of which we may speak of as health in contradistinction 
to mere absence of disease. The former is often alluded 
to as positive, the latter as negative, health. We have no 
well-accepted measures of positive health and consequently 
have no means of expressing statistically for large masses 
of people any changes in this particular aspect of health 
that have occurred. As far as possible, our ambition should 
be not merely to prevent people from being sick, but in 
enabling them to be well. .This finds its expression in in- 
creased bodily vigor, serenity, cheerful disposition and an 
absorbing interest in life. 


The dynamic positive school health program should be 
one mainly of prehabilitation. The rehabilitation phases 
should be left mainly to private physicians and those who 
possess approved skills and techniques. Educators should 
not lose sight of the necessity of working with private pro- 
fessional specialists and the public: officials and organi- 
zations as one closely knit unit. No one group should have 
the entire responsibility of health building ; rather it should 
be an interactive process administered democratically for 
the good of all children. 





Bryant’s Sign—There is also an ampulla, triangle, and 
line bearing the name of ‘Bryant. He was a prominent 
surgeon of the Victorian era. New and original illus- 
trations, red and blue coloring, respectively, for arteries 
and veins, and the quoting of references to previous au- 
thors, were innovations in his “Practice of Surgery” that 
won immediate acclaim for the book.—Warner’s Calendar 
of Medical History. 
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ORIGINAL ARTICLES 


Scientific and General 


SOFT TISSUE COMPLICATIONS OF FRACTURES 
OF THE LEG 


Lr. Coroner A. B. Strsu 
Mayor M. J. Murpuy 
AND 
Major ‘A. S. WHITE 
MEDICAL CORI’S, ARMY OF THE UNITED STATES 
Fort Ord 


"THERE is still a tendency in the treatment of 

fractures to spend too much time studying the 
x-rays and too little time examining the leg. We 
overlook the fact that, aside from the bone injury, 
there are possible serious primary or secondary 
vascular, nerve or muscle complications. An an- 
alysis of these complications has led to a fascinating 
chapter in traumatic surgery. Not only have these 
structures a distinct relationship to each other, but 
what is more important, to the sympathetic nervous 
system. 

To the increasing number of reports of vascular 
complications of trauma of the extremity which 
have been forthcoming in the literature of the past 
few years, we are adding a series of cases seen at 
our Station Hospital over a two-year period. While 
they constitute but a very small percentage of the 
total number of traumatic injuries treated, the 
complications are of a sufficiently serious nature 
to warrant an analysis of their cause and possible 
prevention. They take on added importance, since 
we hear from our fighting fronts that wounds of 
the extremities constitute at least 70 per cent of the 
casualties. 

Based on the degree of pathology, our cases may 
be divided into three groups: (1) Generalized 
arterial occlusion of the leg, due to vasospasm; 
(2) Volkmann’s ischemic paralysis of the leg with 
gangrene of the anterior crural muscles; and (3) 
localized gangrene of the tibialis anticus muscle 
(not associated with fracture). 


I. GENERALIZED ARTERIAL OCCLUSION 


Case 1.—A white soldier, aged 25, sustained simple frac- 
tures of the distal third of the left tibia‘and the proximal 
third of the fibula due to indirect violence. No initial circu- 
latory or nerve involvement was noticed. A padded cast 
was applied shortly after entry, no manipulation or an- 
esthesia being necessary. During the evening of the third 
day the foot became pale, cold and numb, and function of 
the toes was lost. The cast was bivalved, with no relief 
after several hours. The cast was then removed and the 
leg carefully examined. The foot and ankle were cold and 
cadaverous-looking to a point about three inches above the 
internal malleolus. An area of beginning skin necrosis was 
already present over the anterior aspect of the ankle. 


* Read before the General Surgery Section at the seventy- 
second annual session of the California Medical Association, 
Los Angeles, May 2-3, 1943. 

The opinions and assertions contained therein are the 
private ones of the writer and are not to be used as official 
or reflecting the view of the army department or the army 
service at large. 
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Neither the dorsalis pedis nor the posterior tibial arteries 
were palpable. Oscillometric readings revealed a complete 
arterial block to the point mentioned above. 

A left lumbar sympathetic block was performed on the 
afternoon of the fourth day, using one per cent procaine. 
In one-half hour the foot was definitely warmer and the 
color improved. Within twelve hours the color change was 
unquestionable, the skin temperature higher than the oppo- 
site foot, and both pulses could be félt. Two additional 
lumbar sympathetic blocks were performed on alternate 
days. There was gradual return of sensory and motor func- 
tion. The area of skin sloughed from the dorsum of the 
ankle, requiring skin grafting, but follow-up revealed that 
bony union occurred, with function almost complete, and 
the soldier returned to duty. 


COMMENT 

This case illustrates the rdle of the sympathetics 
in the production of arterial spasm and the extent 
of the ischemia which may result. The occlusion 
was purely arterial, and it did not seem likely that 
thrombosis had occurred in both major arteries of 
the leg. Furthermore, there was insufficient swell- 
ing to warrant assumption that this could have com- 
pletely compressed both arteries. The injury was 
far removed from the popliteal artery, occlusion of 
which might have given this picture of total ische- 
mia, but probably to a higher level. We are left 
to assume that the artery closest to the site of in- 
jury, the anterior tibial, may have been contused 
(the trauma must have been a minor one) and that 
this so stimulated the vasomotor fibers that the 
circulatory equilibrium described by Leriche was 
upset and vasospasm developed, so profound as to 
completely shut off arterial flow. Furthermore, this 
arterial spasm was sufficient to stimulate a reflex 
spasm of its collateral circulation, and thus involve 
the posterior tibial. From the delayed onset of the 
ischemia it is also possible that there may not have 
been an actual injury to the anterior tibial artery, 
but that its vasoconstrictors may have been stimu- 
lated by trauma of the adjacent soft tissues. Later 
it will be pointed out that the anterior compartment 
of the leg is relatively nonexpansible and that the 
contained structures are subject to abnormal de- 
grees of tension, peculiar to this region. The role 
played by the plaster cast is open to question only 
so far as the pressure it may have exerted over this 
anterior compartment. In itself, it could hardly 
have caused complete arterial occlusion and there 
never were signs of venous obstruction. 

The clinical course and response to lumbar 
sympathetic block substantiates the contention of 
Foisie that arterial spasm plays a major role in the 
production of ischemia, which he demonstrates in 
several cases. The same conclusions were reached 
by Homans, as well as by several French observers. 
The work of Gage and Ochsner on sympathetic 
block to improve collateral circulation is well 
known. We are, therefore, willing to contest the 
statement of a well-known surgeon who, after the 
Spanish War, stated that “a compound fracture 
with a cold, pulseless limb calls for amputation 
unless exceptional vigilance is possible during the 
first few days after injury.” 

We are convinced that, without interruption of 
the reflex arc in our case, complete gangrene and 
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amputation would have ensued. This contention 
is based not’only on the clinical picture and the 
experience of others, but on a similar case seen two 
years previously and which ended disastrously. 

¢ wv # 

Case 2.—Here, again, an apparently innocuous fracture, 
this time of the upper end of the tibia, was followed in 
thirty-six hours by complete arterial occlusion. Conserva- 
tive treatment, such as bivalving and removal of the cast, 
local heat, papaverine, etc., were of no avail. Finally, explo- 
ration of the popliteal space showed only a narrow, pulse- 
less artery, with no signs of thrombosis. At first it appeared 
that slight improvement followed the decompression, but 
gangrene of the leg developed, necessitating amputation. 

The value of spinal anesthesia in producing vaso- 
dilatation and relieving spasm has been recognized 
for some time. The next case illustrates its applica- 
tion in relieving ischemia, which sometimes accom- 
panies severe compound fractures of the leg. 


ni 


Case 3.—A colored soldier was brought in with a severe 
compound fracture of both bones of the leg. The leg was 
pulseless and cold. A spinal anesthetic of 150 milligrams 
of novocaine was given in preparation to the repair of the 
wound and reduction of the fracture. Immediate response 
to the anesthetic was noticed. The foot became warm, and 
within fifteen minutes both arteries were palpable. On 
exploring the wound, the anterior tibial artery could be 
palpated as having a good, full pulse. 

Such a response to subarachnoid block has prob- 
ably been the saving grace to many otherwise heart- 
breaking catastrophies. There is reason to believe 
that many of these spastic arteries are overlooked 
in the excitement and rush to treat a compound 


fracture during the golden hours. The wide use 


of spinal anesthesia has, unbeknown to the surgeon, 
released the vasoconstriction and reéstablished the 
circulation of the extremity. The anesthetic could 
likewise have acted as a prophylactic in the pre- 
vention of secondary spasm, which might come on 
several hours after the injury occurred. 

The problem of dealing with so-called segmen- 
tary arterial spasm, which will not respond to 
sympathetic injection but which may require sym- 
pathectomy or even arteriectomy, is illustrated by 
the following case. 

y FF 


Case 4.—A 25-year-old colored soldier was brought in 
with a severe compound fractures of both bones of the leg 
at the middle third, apparently sustained by direct trauma. 
The foot was cold and neither artery palpable. Again a 
spinal anesthetic was given, but this time the response was 
only temporary, with complete ischemia again developing 
within six hours. In spite of removing the cast and two 
sympathetic blocks within twenty-four hours, there was 
still no return of circulation. The anterior tibial artery 
was then explored and found to be segmentally contracted 
to the size of a piece of string. Stripping the adventitia 
failed to release the spasm. Therefore, an arteriectomy was 
performed, removing a five-centimeter section of artery, 
between ligatures. 

Gradual return of circulation followed this procedure, 
with the exception of the tips of the first and second toes, 
which went on to dry gangrene. Collateral circulation im- 
proved and the posterior tibial artery was palpable in thirty- 
six hours. However, a gradual slough of the anterior and 
lateral crural muscles developed over a period of four 
weeks, requiring debridement. This continued, along with 
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low-grade infection and early osteomyelitis, and eventually 
amputation was performed, two months after the original 
injury. At that time it was noticed that, although the larger 
arteries were of small caliber, there was present consider- 
able collateral circulation. 


COMMENT 

Although the end-result was disastrous in this 
case, we feel that the arteriectomy prevented an 
early complete gangrene. It is quite possible that 
if it had been performed even sooner, we might 
have prevented the muscle sloughing as well, thus 
obviating the eventual amputation. This secondary 
slough and infection must be considered due to the 
early circulatory impairment, causing devitalization 
of muscle. Reports from the Spanish Civil War 
reveal that infection, and especially gas gangrene, 
developed mostly in those cases with impaired circu- 
lation. D’Harcourt reported that, out of twenty 
cases of gas gangrene, twelve had vascular lesions. 
Trueta has strongly stressed this relationship be- 
tween gas gangrene and arterial spasm in his recent 
book on war surgery. 

This radical procedure, entailing the actual ex- 
cision of a major artery to promote collateral circu- 
lation, was popularized by Leriche. More recently 
it has been employed by Griffiths and others (at 
least ten cases collected by Foisie) in the early 
treatment of Volkmann’s ischemic contracture. It 
is a logical procedure if one accepts the thesis of 
these observers. As ably explained by Foisie, in 
segmentary arterial spasm the axon reflex does not 
pass through the sympathetic ganglia, but there is 
apparently present a distal reflex arc. Therefore, 
procaine injection of the ganglia gives no relief, 
and it becomes necessary to interrupt the arc locally. 
This can be done by either a peri-arterial sympath- 
ectomy or an arteriectomy. Stripping the artery 
is a difficult and inconclusive procedure when deal- 
ing with an artery which is markedly contracted. 
On the other hand, excision of a portion of the 
artery definitely breaks the arc and removes that 
portion which may have a small break in the arterial 
wall, and which might continue to give off abnormal 
stimuli. Leriche has aptly called such a constricted 
artery, with no blood flowing through it but with 
sympathetic fibers still present in its adventitia, not 
an artery at all, but an abnormal sympathetic nerve. 
The fact remains that a number of competent ob- 
servers have substantiated this increase in collateral 
circulation and the saving of a limb by arteriectomy 
of the major vessel. It is to be understood that the 
collateral circulation of an artery normally func- 
tions only slightly, but when called upon will hyper- 
trophy to its fullest extent. This is especially true 
if any sympathetic inhibition is released by break- 
ing the arc or reflex involving the collaterals. 


II. VOLKMANN’S ISCHEMIC CONTRACTURE 
OF THE LEG 

The classical work of Griffiths of Manchester on 
the pathology in early Volkmann’s ischemia has 
been substantiated by practically all subsequent ob- 
servers. The following cases illustrate the same 
findings as applied to the lower extremity, where 
it is much less commonly found. 
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Case 5.—A 29-year-old officer was run over by a truck 
and sustained simple fractures of the upper end of the tibia 
and fibula, extending into the knee joint. No initial circu- 
latory or nerve impairment was present, and reduction con- 
sisted of lateral compression and the application of a cast, 
under pentathol sodium anesthesia. Within twelve hours 
the patient developed marked swelling, cyanosis and sensory 
loss in the foot. On removal of the cast, circulation was 
gradually restored, but motor and sensory loss persisted. 
Even these gradually returned, but on the twenty-second 
day he began to run a fever and there was evidence of 
cellulitis in the region of the tibialis anticus muscle belly. 
On incision all of the anterior crural muscles showed a dry, 
grayish-white gangrene. These muscles had to be eventu- 
ally resected. Histological examination revealed necrosis 
of striated muscle, typical of that described by Griffiths in 
early Volkmann’s ischemia. 


go 3? <F 
CasE 6.—A second case of the same type of gangrene, 
localized to the anterior crural muscles, developed in a 
young soldier, following a compound fracture of both bones 
of the leg, with no initial circulatory impairment. 


COMMENT 

In evaluating these cases we are assuming, with 
Foisie, that a subtotal ischemia was produced by 
spasm of the main artery (again the anterior tibial ) 
and its collaterals, Physiologically, he explains that 
“the muscle bellies, which have the greatest de- 
mand for arterial blood and are, therefore, the most 
vulnerable to its loss, are the first affected.” These 
cases differ from the first group in that some im- 
provement or release of arterial spasm took place 
before generalized gangrene developed, and the 
only result was necrosis of muscle. Both groups 
are allied in their relationship to vasomotor involve- 
ment, and differ only in the degree or extent of 
spasm and subsequent ischemia. It is to be re- 
gretted that the early use of sympathetic block or 
of local interruption of the reflex arc was not em- 
ployed in these cases, these methods not having 
been fully understood at the time they presented 
themselves. 

Both the gross and microscopic changes in the 
extensor muscles (ankle and foot) were typical of 
that described by Griffiths, a picture of the end- 
result of infarction. Thus, the tibialis anticus group 
of muscles are comparable to the flexors of the 
wrist and fingers, as involved in Volkmann’s ische- 
mia of the upper extremity. The degree of muscle 
sloughing, necessitating excision, is unusual as com- 
pared with the upper extremity, where the initial 
stage is followed by extensive contracture, a typical 
feature of the condition. 

None of our cases showed involvement of the 
calf muscles, just as there is rarely present pa- 
thology of the extensors of the wrist and fingers 
in ischemia of the upper extremity. This predi- 
lection to involvement of the anterior crural muscles 
may be due to the vulnerability of anatomical al 
sition of the anterior tibial artery. 

It has occurred to us that the structures in the 
anterior compartment of the leg (the tibialis anti- 
cus, the extensors of the toes and peroneus brevis 
muscles, as well as the anterior tibial artery and 
the deep peroneal nerve) are in a disadvantageous 
anatomical position, as regards trauma. Bounded 
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on the medial and posterior sides by bony struc- 
tures and interosseous membrane, they are con- 
tained anterolaterally by the relatively heavy crural 
fascia, which does not stretch readily. This means 
that any increased intracompartment pressure, due 
to hemorrhage or edema, will exert an abnormal 
degree of tension on these structures. For this 
reason we have been splitting widely the anterior 
crural fascia in the initial treatment of compound 
fractures. Not only may the anterior compartment 
structures suffer from direct pressure, but this un- 
natural tension may be the exciting stimulus in 
vasoconstriction. It is probable that the so-called 
non-infective gangrene of muscle described by 
Child was on the basis of Volkmann’s ischemia. 


III. LOCALIZED GANGRENE OF TIBIALIS 
ANTICUS MUSCLE 
(Not associated with fracture) 


We have seen two cases of localized gangrene of 
the tibialis anticus muscle not associated with frac- 
ture or even trauma of external cause. The pa- 
thology was so allied to the other cases as to war- 
rant mention at this time. 
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Case 7.—First, a small muscle hernia, due to a 1 by 3 
centimeter defect in the anterior crural fascia, was repaired 
under local anesthesia. On the fifth day the patient’s tem- 
perature rose to 101 degrees, with signs of inflammation 
about the wound. The skin and fascial sutures were re- 
moved, revealing a dry, grayish-white gangrene of the 
tibialis anticus muscle. The entire muscle belly was in- 
volved and eventually had to be excised. 


Cie ee 

Case 8.—A 38-year-old Filipino soldier developed severe 
pain over the anterior aspect of both legs, following a long 
march. He was seen by the surgical service on the fourth 
day and a diagnosis of bilateral myositis of the tibialis 
anticus muscles was made. There was marked swelling and 
diffuse redness over both muscle bellies, and power of ex- 
tending the foot and toes was gone. Longitudinal incisions 
were made and fasciotomy performed over both muscle 
bellies. Bilaterally, the tibialis anticus was avascular, 
grayish- white in color, and markedly swollen. They bulged 
through the crural fascia, which was tightly stretched over 
them prior to incision. Following release of tension, the 
muscle on the right leg recovered, aside from a small super- 
ficial area of gangrene. But on the left side, gangrene of 
the muscle was practically complete, requiring excision. 
Pathological examination revealed the same necrosis of 
striated muscle. 

COMMENT 

The last case has important implications as far 
as military surgery is concerned. No similar case 
of gangrene of a muscle, developing merely from 
marching, has been reported, so far as we have 
been able to determine. On the assumption that it 
was due to the cumulative effect of multiple micro- 
traumata rather than to a single injury, it stimu- 
lates a March fracture and could be called March 
myositis. This, in a sense, is a misnomer, since the 
pathology was not that of inflammation of muscle, 
but of infarction, showing the same gray gangrene 
of Griffiths. We hope, in the near future, to report 
this case in greater detail, together with additional 
clinical material we have gathered on the effect of 
excessive walking and marching on the anterior 
crural muscles. 
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DISCUSSION 

It would appear that the power of the sympa- 
thetics to cause vasoconstriction beyond physio- 
logical requirement, has been the cause of several 
allied pathological entities. Thus, Heyman and, 
later, Herrmann and Caldwell have been success- 
ful in treating Sudeck’s atrophy by perivascular 
sympathectomy. Further, Homans, as well as 
Ochsner and De Bakey, have shown remarkable 
results in sympathetic block for thrombophlebitis, 
which results have been substantiated in several 
cases at Fort Ord. And, finally, this relationship 
between vasoconstriction and Volkmann’s ischemia, 
and even gangrene of an extremity, seems to be 
fairly well established. We were interested in the 
review of “Wounds in Modern War,” by Colonel 
McFarlane, surgical consultant to the Canadian 
Active Service Force, reported in the Bone and 
Joint Journal and reproduced in our Army Medical 
Bulletin. In it he describes two cases of vasospasm 
in the lower extremity, both of which developed 
extensive gangrene of muscle, as described by 
Griffiths, and ended in amputation. After our study 
we agree only partly with his conclusion, that this 
is an alarming complication, and neither the eti- 
olegy nor the treatment is sufficiently understood 
as yet. 

CONCLUSIONS 


Our experience with this group of allied vascular 
accidents has taught us some never-to-be-forgotten 
lessons. It has stimulated us to make the follow- 
ing resolutions in the handling of traumatic inju- 
ries of the extremities. 

1. To carefully examine the limb for vascular 
and nerve involvement before and after reduction. 

2. To look for evidence of arterial spasm either 
as an early or delayed complication of trauma. 

3. To use spinal anesthesia whenever the pa- 
tient’s condition will permit. 

4. To use lumbar sympathetic block (or stellate 
ganglion block) in all cases of circulatory impair- 
ment of the extremity. 

5. To explore the major artery and perform 
either peri-arterial sympathectomy or arteriectomy 
if sympathetic block fails. 

Station Hospital, Fort Ord. 
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APPENDICIAL DISEASE 
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E is estimated that sixteen thousand persons lose 
their lives each year in the United States as the 
result of appendicitis. This from a common and 
curable surgical disease. It is so commonplace, in 
fact, that it becomes almost boresome to discuss 
it further. Why, then, do we continue to be satis- 
fied with such an appalling death rate, particularly 
when compared with that of other civilized coun- 
tries? The fact is we are not satisfied at all with 
the situation; the result being that American sur- 
geons have rushed into all sorts of ill-advised 
methods in an effort to control this problem. Years 
ago the fact that the disease was surgical became 
apparent, and this was followed by a long and tedi- 
ous establishment of an acceptable surgical tech- 
nique. During this time any abdominal pain led to 
appendectomy—a policy abused to the extent that 
many scathing articles began to appear in medical 
literature condemning this wholesale and unskilled 
surgery. Instead of correcting such surgical ills 
by controlling the many untrained operators, sur- 
geons began to speculate whether or not appen- 
dicial disease should always be subjected to sur- 
gery. Since then delay and caution have gained 
importance, and many steps have been taken toward 
more scientific methods of handling the compli- 
cated cases of appendicitis. We are moving for- 
ward slowly and many times in circles, but still 
there is improvement, as attested by recent reports 
from the United States Public Health Registration 
Area. 


TaBLe 1.-—Deaths and Death Rates from Appendicitis in 
the Registration States of Continental 
United. States: 1929-1939% 








Rate per 100,000 
Number Estimated Population 
14,113 
14,300 
15,340 
16,480 
16,142 
18,129 






































{ From the Department of Commerce, Bureau of the 
Census, Washington. 


* The opinions or assertions contained therein are the 
private ones of the writer and are not to be construed as 
official or reflecting the views of the War Department or 
the war service at large. 
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QUESTIONNAIRE 

The question is whether this improvement can 
be continued, and also what are to be the next logi- 
cal steps if ever we are to equal the records of other 
countries in handling this problem. In order to 
secure some answer to the many problems involved, 
the following questionnaire has been sent to several 
leading surgeons throughout the country : 

“APPENDICITIS” 

1. Do you follow any definite rule regarding indications 
for immediate surgery or deferment of surgery in 
acute appendicitis? 

. Do you feel that surgery should be deferred in cases 
of ruptured appendix: if so, how long? 

. What clinical and laboratory findings do you depend 
upon in making a diagnosis of ruptured appendix? 

. What general routine do you follow in management 
of ruptured appendix? 

. Do you feel that suspected acute appendicitis should 
come to surgery in the absence of an absolutely posi- 
tive. diagnosis? 

. Do you feel that surgery is indicated during the 
interval in cases of recurrent appendicitis? 

. What is your attitude toward chronic appendicitis? 

. Do you feel that the mortality rates of appendicitis 
are improving in your community? 

. Do you feel that too much surgery is being done for 
questionable appendicitis? 

. In your opinion, are surgeons too greatly concerned 
about the problem of appendicitis? 

. Do you feel that the diagnosis of appendicitis is usu- 
ally and definitely possible? 

. If operation is deferred in suspected appendicitis, 
what are the clinical and laboratory findings upon 
which you base your judgment in future observation 
of the case? 

. In your opinion, what is the most common error made 
in diagnosis and management of acute appendicitis? 

ANSWERS TO QUESTIONNAIRE 

The answers to these questions will not be at- 
tempted here, but a discussion of the opinions ex- 
pressed will be included with a summary of the 
recent literature and mortality statistics. 

In the first place, there are, as always, two 
schools of thought regarding surgical treatment. 
The so-called conservative group, or advocates of 
the Ochsner method of treatment, and the radical 
group, or those sometimes referred to as ever-ready 
operators. And then there are those who, by honest 
effort, attempt to use their judgment in order to 
take advantage of the best parts of both policies. 
However, in order to use our best surgical judg- 
ment we must have some basic criteria or belief 
upon which to rely ; and since we all are constantly 
using the best and most conscientious judgment at 
our command, it becomes apparent that those who 
adhere to the last-mentioned policy almost invari- 
ably conduct themselves in accordance with their 
basic principles. So we find that it is quite simple 
to segregate the exponents of this last group into 
one or the other of the two great schools of thought 
which is either radical or conservative in method. 

This has been done arbitrarily, and those whose 
judgment usually leads them toward conservative 
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treatment have been grouped accordingly, as has 
the inherently radical group. Therefore, we find 
two groups: first, all of those who advocate im- 
mediate surgery regardless of the stage of the dis- 
ease (clinically) are classified as radical, while 
those who practice careful observation, with de- 
layed surgery in cases of suspected rupture, are 
considered conservative. 

It is evident that the conservative school of 
thought hold to the following concepts: as long as 
infection is confined to the appendix itself, the ac- 
cepted and entirely satisfactory procedure is surgi- 
cal removal of the disease as quickly as possible. 
Once the appendix is ruptured, as evidenced by 
findings which vary with the individual surgeon, 
elevation of temperature above, say 101 degrees, 
or increasing tenderness and rigidity or cessation 
of pain with recurrence over a greater area, are 
accepted as evidence of rupture. The trouble is no 
one is sure. All will admit that a small percentage 
of cases present the clear-cut picture. Also all 
admit that, even with the above findings, the ap- 
pendix still might not be ruptured. 


ON SURGICAL INTERVENTION : IMMEDIATE 
OR LATER? 

It is a fact that the recognition of a ruptured 
appendix and the extent of the peritoneal soiling 
or the presence of an abscess is very frequently an 
extremely: difficult clinical determination to make 
a point repeatedly admitted by a number of our 
most excellent surgeons. This is important, since 
the conservative group contend that as soon as rup- 
ture is present with peritoneal soiling a new factor 
is introduced. The infection is no longer confined 
to the appendix, but the peritoneum as a whole is 
potentially involved. That is, the house is on fire, 
so why take out the exploded stove and risk spread- 
ing the blaze? The patient is seriously ill and much 
less able to withstand surgery. Intervention may 
spread the infection further. Surgical trauma may 
promote paralytic ileus, as may the anesthetic; 
therefore, it is wise to defer operation, thus pre- 
serving the patient’s powers, to localize the in- 
fection and develop an abscess which can be drained 
at a more opportune moment. There is some ques- 
tion as to the opportune moment and how it is 
exactly determined. However, the treatment pro- 
posed by A. J. Ochsner of nothing by mouth, strict 
bed rest, ice bags or hot packs to abdomen, morphia, 
and fluids by infusion or by vein, is to be carried 
out. More recently, of course, sulfanilamide or 
some related drug may be used. 

The advocates of this plan all carefully insist 
that if the appendix has not ruptured, it must be 
removed at once. Some are willing to operate if 
the infection is still limited to a small area about 
the appendix, even after rupture. Most will oper- 
ate after the infection is well localized into an 
abscess which can be drained without soiling the 
peritoneum, and defer appendectomy until the ab- 
scess is completely healed, possibly after a period of 
three months. Practically all surgeons are agreed 
concerning this last method of handling a well- 
established abscess, no matter how it has happened 
to exist, by accident or by conservative treatment. 
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Also, practically all surgeons will agree that to 
handle a case by the conservative method can be ex- 
tremely difficult and mistakes in judgment are, like 
football fumbles, ever threatening and just as dis- 
astrous. It is not intended to imply that such a plan 
of treatment is absolutely fallacious, for many 
capable surgeons hold to it, and for good reasons ; 
however, mortality statistics taken from the litera- 
ture are recorded along with similar statistics with 
reference to cases handled by the radical or im- 
mediate intervention group (Charts 2 and 3), so 
that a comparison can be made. 

The tenets of this latter group may be expressed 
briefly in the words of J. M. T. Finney: “It is 
always safe to be on the safe side. I have never 
regretted taking out an appendix, but I have, in 
times past, regretted not taking one out for one 
reason or another.” Or in the words of J. Shelton 
Horsley, “While patients do not usually die within 
the first eight or nine hours from gastro-intestinal 
perforation—which a ruptured appendix is—they 
may acquire a fatal infection during this time un- 
less there is prompt and proper treatment. It seems 
a good surgical rule to close a gastro-intestinal 
perforation as soon as possible.” The following 
outline of treatment is, therefore, suggested by this 
group: 

1. Immediate operation as soon as the diagnosis 
is made, no matter what the stage of the disease. 

2. Physiological rest of the gastro-intestinal tract 
is effected by limiting the oral intake and avoid- 
ing proctolysis or any peristaltic stimulation. Es- 


sential water, electrolytes, and calories are given 
parenterally, controlling distention by continuous 
gastric lavage with suction. 

3. Surgery is done with the least possible ma- 
nipulation with or without drainage—drainage 
being another debatable problem. 


SURGICAL PROCEDURES 


The controversy over points in surgical tech- 
nique will not be probed except to point out that 
most surgeons recommend the McBurney incision. 
Some always remove the appendix, others do if 
it presents itself readily or if there is no evidence 
of perforation. Most prefer to drain a well- 
established abscess and remove the appendix later. 
There are also those who have adopted the policy 
of closing the peritoneum in cases of peritonitis 
without drainage and, in general, the results have 
been satisfactory. When drainage is decided upon, 
most surgeons use some form of Penrose rubber 
tissue drain ; however, Babcock objects to this type 
and recommends glass or alloy drains, contending 
that such materials cause much less peritoneal irri- 
tation, therefore allowing more complete drainage 
of the peritoneal cavity. 


STATISTICAL SUMMARY 


Tables 2 and 3 represent a summary of all cases 
of appendicitis reported in the literature during the 
past two years, concerning which enough infor- 
mation was available.to permit completing the sta- 
tistics for each group, namely, those treated by the 
conservative method and those treated by the radi- 
cal or early operative method. 
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TABLE 2.—Conservatively Treated Patients 








(a) Entire Group 


Number of Deaths 
882 


Number of Cases 


,206 
101 Nonsurgical 
8,307 Total number 
(b) Uncomplicated Cases 


Number of Cases Number of Deaths 
4,602 37 
(c) Abscess Cases 


Number of Cases Number of Deaths 
579 

496 

Abscess with immediate surgery 


(d) Peritonitis 


Number of Cases Number of Deaths 


898 124 
791 


Mortality 
in Per Cent 


10.7 


Mortality 
in Per Cent 


804 


Mortality 
in Per Cent 


9.8 
65.4* 
14.3 


Mortality 
in Per Cent 
13.8 
60.9° 





* Indicates patients handled by rigid adherence to Ochs- 
ner method. Exact number of deaths not given. 


TABLE 3.—Radically Treated Patients 








(a) Bntire Group 
Mortality 
Number of Cases Number of Deaths in Per Cent 


11,793 242 2.05 
(b) Uncomplicated Cases 
Mortality 


Number of Cases Number of Deaths in Per Cent 
7,267 36 49 
(c) Abscess Cases 
Mortality 


Number of Cases Number of Deaths in Per Cent 
786 45 5.7 
(d) Peritonitis 
Mortality 


Number of Cases Number of Deaths in Per Cent 
677 119 17.5 


The mortality rates have been computed in each 
group: for all cases combined complicated or un- 
complicated, for all uncomplicated cases, for cases 
with peritonitis, and for those with appendicial ab- 
scess. In the conservative group it was difficult 
to complete statistics for the last two classes, since 
authors usually reported statistics on the whole 
group, giving mortality rates on the operated cases 
combined with the conservatively treated cases. 


COMMENT 


To my mind, the results of the statistics are 
conclusive, and the answer must be that radical 
management of appendicial disease is the pro- 
cedure of choice and should be adhered to. If there 
is any method of handling appendicial disease 
which does offer an improvement in present mor- 
tality rates, it is prompt and skillful surgery. The 
time has come for the medical profession to for- 
sake our practice of exercising so-called judgment 
and to dedicate ourselves to a policy of immediate 
surgery in handling such cases. This does not mean 
that a patient’s general condition is to be overlooked 
in the mad scramble to operate, or that every pa- 
tient with an abdominal complaint has appendicitis, 
for it has been the wholesale surgery of former 
years which led primarily to the doctrine of delay. 
Perhaps it would be well to follow Doctor Hertz- 
ler’s advice and wait until a qualified surgeon had 
arrived before surgery is attempted. 
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What is the most common error? The answer 
becomes obvious when we consider that among the 
group treated by the exponents of conservative 
methods, only .89 per cent mortality occurred when 
operation preceded any sort of complication. Like- 
wise the cases reported by the radical exponents 
carry a mortality rate of .49 per cent if surgery is 
accomplished before complications have had time 
to occur. 

In the first series the mortality rates skyrocket 
to a figure over ten times as great with rupture. 
In the second series, again rupture meafis more 
than ten times as many deaths in spite of the fact 
that here the mortality figures are about half as 
great as those reported by the conservative group. 
We must prevent rupture and complications if we 
are to prevent death from appendicitis. We all 
agree that many factors, such as virulence of in- 
fecting organisms, powers of resistance, etc., are 
powerful influences, but the one factor which can 
be controlled is time. It requires time for the 
pathogenesis of acute appendicitis to unfold from 
acute inflammation, to rupture, to abscess forma- 
tion, if fortune is on our side and spreading peri- 
tonitis does not relieve us of our problem first. 
Many will subside without further ado if we wait, 
but who can tell which one? Also many will not 
rupture for several hours, but again who can accu- 
rately determine which one? Complicated appendi- 
citis can be prevented by not allowing time to pass. 
All surgeons, but particularly the medical profes- 
sion as a whole, must not delay, for this is, in the 
opinion of most of America’s leading surgeons, the 
most common error in handling appendicial dis- 
ease—delay. Such an opinion is expressed by 
Alton Ochsner when he says: “Although I am a 
staunch advocate of the conservative treatment of 
appendicial peritonitis (not appendicitis, because 
I do not believe there is such a thing as conserva- 
tive treatment of appendicitis), I do feel that, if 
there is a question about perforation, it is better 
to operate even at the risk of backing out some- 
times without removing the appendix than to over- 
look a ruptured appendix which is still leaking into 
the peritoneal cavity.” 


It seems quite clear, then, delay is the most 
common error in handling acute appendicitis. It is 
also the most inexcusable error committed. Among 
the conservative group, only 55 per cent of all cases 
came to surgery before rupture. The radicals man- 
aged to operate on only 61 per cent of their cases 
before rupture. Mont R. Ried believes that this 
delay results from three causes: delay on the part 
of the public to consult a physician, refusal to sub- 
mit to surgery, and the gambling of doctors on the 
outcome of the disease. Our profession should 
never be reproachable for permitting appendicitis 
to advance to rupture. This does not apply to the 
inevitable mistakes in diagnosis, but to those of us 
who deliberately choose to gamble. Such activities 
can well be confined to vacations in Nevada and 
for much lower stakes. 


In spite of all this, the profession can be held 
responsible for delay only indirectly. And that is 
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that we have failed to impress the public with the 
importance of prompt action. In Sweden the death 
rate from appendicitis is less than 8 per 100,000 
population each year, while in the United States 
it continues to be 10.8 per 100,000. This can be 
improved upon only if the profession insists upon 
continued and persistent education of the public. 


IN CONCLUSION 


In conclusion, it seems evident that immediate 
surgery in all cases of acute appendicitis offers the 
best ultimate prognosis, whether early in the dis- 
ease or late. Since delay is the most common and 
most costly error in handing this common surgical 
emergency, it becomes the duty of the medical pro- 
fession to eliminate this mistake. That this may 
be done, all physicians must be acutely aware. of 
its importance and must actively endeavor to bring 
it to the attention of the public. It can easily be 
said that this has already been done, but only re- 
cently the cities of Philadelphia, Cincinnati, and 
Atlanta have realized a remarkable improvement in 
mortality rates from appendicitis as a result of an 
intensive public education campaign. The same 
should be done throughout the country. We must 
actively enlist the aid of public sentiment and 
knowledge, and not suffer the humiliation of hav- 
ing it forced upon us from other sources. 

First Auxiliary Surg. Group. 





Rh ANTIGEN: ITS CLINICAL IMPORTANCE * 
Cuar.es Wess, M.D. 


San Francisco 


id TRODUCTION.—In 1937 Levine and Stet- 
son’ discovered a new agglutinable factor in 
human erythrocytes which is independent of the 
four blood groups and the antigens M, N, and P. 
Some time later (1941) Landsteiner and Wiener,” 
by immunizing rabbits with monkey blood (Ma- 
cacus rhesus), described the factor Rh, which ag- 
glutinates 85 per cent of all human red cells. 
Levine and Katzin * quickly recognized the impor- 
tance of this blood factor and applied this discovery 
to an understanding of the cause of certain intra- 
group transfusion reactions during pregnancy and 
the puerperium, of the pathogenesis of repeated 
miscarriages and neonatal deaths as well as some 
of the hemolytic anemias of the newborn. Levine 
and his collaborators ** showed that a father who 
possesses the Rh antigen in his red cells may trans- 
mit this dominant Mendelian character to his off- 
spring, who in turn may immunize the mother if 
she is lacking in this agglutinogen. Anti-Rh anti- 
bodies which pass from the mother’s blood into that 
of the baby may damage the hematopoietic system 
and hemolyze the blood of the fetus with the pro- 
duction of jaundice, anemia or erythroblastosis. 
This work has been confirmed by many investi- 
gators, including Mayer and Vogel,® Davidsohn 
and Toharsky,?® Diamond," Kariher and Spin- 
dler,’? Javert,** Fisk and Foord,** and Boorman, 


* From the clinical and research laboratories of the 
Mount Zion Hospital, San Francisco. 

Read before the sections on Pediatrics and Obstetrics at 
the seventy-second annual session of the California Medical 
Association, Los Angeles, May 3, 1943. 
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Dodd, and Mollison.** In the present communi- 
cation we shall record our experiences with the 
Rh factor and discuss its importance in clinical 
medicine. 


Through the codperation of several physicians 
in California, we had the opportunity of examining 
the blood of twenty families who either had lost 
a child from hydrops fetalis (Group A) or whose 
baby had been born with icterus gravis (Group B) 
or congenital anemia (Group C). Tests were made 
of the blood of these and of other patients with 
severe transfusion reactions for which the Rh 
factor was thought to be responsible (Group E). 
Cases were also investigated which illustrate the 
limitations of the Rh theory. To explain these the 
hypothesis of heterospecific pregnancies is cited 
(Group D). Finally, an example of the value of 
the test for the Rh antigen in legal medicine is re- 
corded (Group F). 


REPORT OF CASES 

Group A: Hyprops FEraLis with DEATH OF THE INFANT 

Family 1: Mrs. Som. had her first pregnancy five years 
ago. This child showed slight jaundice and anemia at birth, 
from which he recovered. The second baby, a girl, was 
born at Mount Zion Hospital in 1942 and died when three 
days old with a diagnosis, confirmed at autopsy, of erythro- 
blastosis fetalis. Serological studies made about four 
months later showed: Mr. Som. (husband) Type O, Rh+; 
Mrs. Som., Type A, Rh—; living son, Type O, Rh+. No 
anti-Rh antibodies were present in the mother’s serum at 
this time. 
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Family 2: Mrs. Bir., age 35, white, was referred by 
Dr. R. Dunn of Palo Alto. Her first baby boy, born ten 
years ago, weighed only 4 pounds 10 ounces at birth, but 
is now living and well. During gestation, the mother was 
extremely ill and was hospitalized three times. There were 


two other children—one a_stillborn, and another who died’ 


with jaundice and extreme anemia. The laboratory find- 
ings, made when Mrs. Bir. was in the seventh month of 
the current pregnancy, are as follows: Husband, Type O, 
Rh+; wife, Type O, Rh—; living son, Type O, Rh+. 
Mrs. Bir. had no antibodies in her serum at this time. In 
April, 1943, she was again delivered of a stillborn baby 
with the diagnosis of erythroblastosis fetalis. 
7 A v 


Family 3: Mrs. Ro, Referred by Dr. C. Bost. History: 
One child, age 7, living and well. Two successive preg- 
nancies resulted in babies who died with erythroblastosis 
fetalis. One lived three days, and was jaundiced ; the other 
was stillborn. Father, Type AB, Rh+; mother, Type A, 
Rh—. There were no anti-Rh antibodies in the mother’s 
serum. 
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Family 4: Mrs. Le. Referred by Doctor O’Connor and 
Dr. T. H. Kelly of the St. Francis Hospital. During her 
pregnancy Mrs. Le. suffered from an acutely tender abdo- 
men and bleeding. The baby was in an anomalous position, 
requiring cesarean section. The placenta showed partial 
separation and a clot. The child was born dead, with a 
diagnosis of hydrops fetalis. Serological data: Mother, 
Type A, Rh—; no anti-Rh antibodies were demonstrable 
in her serum. This was an illegitimate baby, and the father 
was not available for testing. 
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Family 5: Mrs. McDe., a patient of Dr. T. Kelly and 
Dr. F. L. Fouch, St. Francis Hospital, was delivered of 
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a dead fetus three years ago. She suffered from late tox- 
emia of pregnancy and had a difficult forceps delivery. 
Serological tests: Husband, Type A, Rh+; Mrs. McDe., 
Type A, Rh—. The patient became pregnant again in 1943. 
She had no anti-Rh antibodies in her serum during the 
third and fourth months of this pregnancy, and was de- 
livered of a normal child. Mr. McDe. is evidently hetero- 
zygous, with respect to the Rh antigen. 


Group B: Icrerus Gravis 

Family 6: Mrs. A., 35, was a patient of Doctor Skankey 
of San Bruno, California. Her first child was born ten 
years ago, and is living and well. The second pregnancy 
resulted in a premature baby which died after seven days. 
A third child, born in 1940, lived twenty-three days and 
died of “jaundice.” A fourth, a full-term female baby 
weighing seven pounds, which is the subject of this report, 
was born at Mary’s Help Hospital, San Francisco, on 
March 23, 1943. Two days after birth, the child was jaun- 
diced and her spleen was enlarged. The blood picture on 
the day of birth was: Hemoglobin, 8.6 grams; red blood 
cells, 2,790,000; while blood cells and nucleated red blood 
cells, 74,750; polymorphonuclears, 50 per cent; promyelo- 
cytes, 30 per cent; metamyelocytes, 12 per cent; “stabs,” 
8 per cent ; megaloblasts, 1 per cent ; pronormoblasts, 2 per 
cent; normoblasts, 97 per cent; reticulocytes, 13 per cent; 
marked anisocytosis and poikilocytosis ; marked polychro- 
masia. Clinical diagnosis: Erythroblastosis fetalis. The 
blood groups were: Father, Type A, Rh+; mother, Type 
O, Rh—; baby, Type O, Rh+; and living sister, Rh+. No 
anti-Rh antibodies could be demonstrated in the mother’s 
blood during the first month after delivery. The baby was 
given four transfusions of Rh negative, citrated blood 
at the Mount Zion Hospital. She made a satisfactory 
recovery with gradual increase in the hemoglobin and 
erythrocytes, and a decline in the total leukocyte count 
(Chart 1). The child is now doing very well (July, 1943). 
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Family 7: Referred from Stanford University Hospital. 
Mrs. F. Giv., 32, white, was delivered of a normal baby 
girl in 1933. During the sixth week of her second preg- 
nancy in 1934, she required a D. and C. During the fifth 
month of her third pregnancy in 1936, she was anemic: 
Hemoglobin, 60 per cent; red blood cells, 4.18 million. 
During the ninth month, September 14, 1936, she was de- 
livered of twin girls. At this time her hemoglobin was 
down to 55. 

Twin No. 1 had an enlarged liver and spleen; hemo- 
globin, 45 per cent; red blood cells, 2.45 million; white 
blood cells, 13,700. She was treated for anemia with trans- 
fusions and iron, copper and liver extract, and recovered. 

Twin No. 2 was jaundiced three days after birth. The 
lemon color of the skin was still evident one month after 
birth. The liver and spleen were enlarged. On October 14, 
1936, the hemoglobin was 46 per cent; red blood cells, 
2.59 million ; white blood cells, 10,225. There was marked 
anisocytosis and poikilocytosis. The baby was transfused 
with the father’s blood. On October 29, the icterus index 
was 28.8 units. The child died with diarrhea on November 
15, 1942. About one week prior to death her blood picture 
was: Hemoglobin, 110 per cent; red blood cells, 5.92 mil- 
lions; white blood cells, 39,800; polymorphonuclears, 64 
per cent; “stabs,” 25 per cent; and lymphocytes, 29 per 
cent. 

The fourth pregnancy, in 1942, was uneventful. A boy, 
born on August 22 at Stanford Hospital, was observed to 
be jaundiced six hours after delivery. The liver and spleen 
were greatly enlarged. Blood count: Red blood cells, 4.3 
million ; hemoglobin, 78 per cent ; white blood cells, 40,800. 
Thirty hours after birth, it was observed that the spleen 
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Chart 1.—Curves showing changes in blood picture of Baby A (Family 6), (crythroblastosis neonatorum), during a course 
of transfusions with Rh-negative blood. 


extended down to the pelvic brim. The hemoglobin was 
68 per cent ; red blood cells, 2.96 million ; white blood cells, 
55,500; polymorphonuclears, 13 per cent; “stabs,” 5 per 
cent ; lymphocytes, 34 per cent ; lymphoblasts, 31 per cent ; 
monocytes, 5 per cent; normoblasts, 12 per cent. Sero- 
logical tests showed the father and baby to be Rh+, and 
the mother, Rh—. The anti-Rh agglutinin titer of the 
mother’s serum was 1:24. The baby was transfused with 
85 cubic centimeters of whole, fresh, Rh negative blood. 
The following day his count was: Red blood cells, 3.83 
million ; hemoglobin, 85 per cent ; white blood cells, 64,000. 
By August 28, the jaundice had almost entirely disappeared 
and the hemoglobin was 62 per cent. Another transfusion 
of 80 cubic centimeters of Rh negative blood was given on 
August 31 and a third, of 100 cubic centimeters, on Sep- 
tember 2. The child has been doing well since September, 
1942. 
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Family 8: Referred from the University of California 
Hospital. Mrs. All. had her first pregnancy two years ago; 
the child was normal. The second baby, born on March, 
1942, at full term, was observed, six hours after birth, to 
be jaundiced, with an enlarged spleen and liver. The blood 
count was hemoglobin, 96 per cent; white blood cells and 
nucleated red blood cells, 87,000, of which 45 per cent were 
nucleated erythrocytes. The baby improved after several 
transfusions. Serological studies: Father, Type A, Rh+; 
mother, Type O, Rh—; baby, Type A, Rh+. 
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Family 9: Mrs. M.’s baby was born at the University 
of California Hospital, May 13, 1941. At birth it was 


covered with a yellow vernix caseosa. The spleen and 
liver were enlarged. White blood cells and nucleated red 
blood cells, 40,000; erythroblasts, 25 per cent. Father, 
Type AB, Rh+; mother, Type A, Rh—; baby not tested. 
No anti-Rh antibodies in mother’s serum. 
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Family 10: Baby Saun. Referred by Dr. Esther B. Clark 
of Palo Alto Hospital. Five weeks after birth the child 
was observed to be jaundiced. He improved after several 
transfusions, but suffered a severe reaction after the last 
one. Serological tests (March 23, 1942) : Father, Type A, 
Rh+; mother, Type A, Rh—; baby, Type A, Rh+. No 
anti-Rh antibodies were demonstrable in the mother’s 
serum. 
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Family 11: Mrs. Car., referred by University of Cali- 
fornia Hospital, gave birth to a child on July 31, 1942. 
Ten hours after birth the baby was jaundiced. The liver 
and spleen were not palpable. The hemoglobin was 114 
per cent; red blood cells, 4,740,000; white blood cells and 
nucleated red blood cells 38,000, of which 18 per cent were 
nucleated erythrocytes; lymphocytes, 33 per cent; mono- 
cytes, 2 per cent. The child was transfused and recovered. 
Serological tests: Father, Type A, Rh+; baby, Type A, 
Rh+; mother, Type O, Rh+ when tested with two anti- 
Rh sera, and negative with a third (courtesy of Dr. Philip 
Levine). 

7 7 7 


Family 12: Referred by the University of California 
Hospital. Mrs. Leh., white, female, age 22, had her first 
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child three years ago. He had anemia when seven months 
of age, but is now well. The second baby was born on 
April 1, 1942, and was observed to be jaundiced five hours 
after birth. At this time the blood count was: Hemoglobin, 
82 per cent ; red blood cells, 3.6 million; nucleated red blood 
cells, 3 per cent; white blood cells, 33,000. At three days 
of age it died, with a diagnosis of icterus gravis, in spite 
of several transfusions. Serological tests revealed : Father, 
Type O, Rh+ ; mother, Type B, Rh—; baby, Type O (Rh 
not tested) ; living son, Rh+. A high titer of anti-Rh anti- 
bodies was reported by Doctor Levine of Newark Beth 
Israel Hospital. 
"= 


Family 13: Mrs. Fit. Referred by Doctor Jaudon of St. 
Louis, Missouri. The patient is the wife of a soldier at 
a military camp in California. The first pregnancy, about 
four years ago, resulted in a miscarriage. Subsequently 
a child with icterus gravis was born. The amniotic fluid 
was yellow and the baby’s skin was severely jaundiced at 
birth. The red blood cell count was 900,000 with numergus 
erythroblasts. The child suffered from a persistent fow- 
grade anemia in spite of numerous transfusions, but re- 
covered after another year of continuous treatment. 

In July. 1943, the mother was referred to us because 
she had become pregnant again. Blood studies revealed: 
father, Type A, Rh+; living baby, Type A, Rh+ ; mother, 
Type A, Rh—. No anti-Rh antibodies were demonstrable. 
Mrs. Fit. gave birth to a stillborn baby, with the diagnosis 
erythroblastosis fetalis, in October, 1943. 


Group C: ConGENITAL ANEMIA 


Family 14: Mrs. A. E. Lew., a patient of Dr. C. Bost, 
had her first child, a boy, fourteen years ago. He is living 
and well. The mother was anemic during this pregnancy. 
The second child was born early in 1942. At seven months 
of age, he suffered from anemia, requiring two blood trans- 
fusions. The mother’s erythrocytes are Rh— (no anti- 
Rh antibodies) ; the father’s, Rh+; baby’s, Rh+; oldest 
son’s, Rh-+-+. 


e. €  ¥¢ 


Family 15: Referred by St. Francis Hospital, Mrs. Gil. 
suffered from hypertension during her first pregnancy 
about five years ago. When her second child was born, 
some time later, it was anemic: Hemoglobin, 45 per cent; 
red blood cells, 2,000,000. After two transfusions, the blood 
count was: Hemoglobin, 52 per cent; red blood cells, 
3,980,000. Serological tests: Father, Type O, Rh+; 
mother, Type O, Rh—; baby, Type O, Rh+. 


Group D: HETEROSPECIFIC PREGNANCIES 


Family 16: Mr. and Mrs. H. and daughter, M. H., were 
referred by Doctors Faber and Fluhmann of Stanford- 
Lane Hospital. Mrs. H. lost one child a few years ago 
during the sixth month of pregnancy, and another in the 
third month. The present child, a premature baby, suffered 
with very marked edema of both feet. This condition has 
not completely cleared up at the time of writing this re- 
port (July 21, 1943). The baby is seventeen months of 
age. At birth a blood smear showed 30 per cent nucleated 


red blood cells. This number decreased after five days. . 


There was no jaundice. 

Serological tests showed the father to be Type A, Rh—; 
mother, Type B, Rh+; and baby, Type AB, Rh+. The 
antigen A, present in the baby’s blood and absent in the 
mother’s, may have given rise to antibodies in the latter 
which destroyed the child’s erythrocytes. Family 11 may 
also belong to this category. The father and child both 
are in Group A, while the mother is in Group O, thus 
giving opportunity for the development of anti-A anti- 
bodies in the mother’s blood. 
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Group E: Tue Ra Facror as A CAusE oF CERTAIN 
TRANSFUSION REACTIONS 


(a) The anamnestic reaction (“recall” phenomenon) in 
patients who in the past had babies with erythroblastosis 
fetalis or had obstetrical difficulties. 

Family 17: Referred by Stanford University Hospital. 
Mrs. J. is the mother of two married daughters—Mrs. 
Gue., age 21, and Mrs. P., age 19. Mrs. J.’s marital history 
is as follows: Her first pregnancy, about twenty-four years 
ago, terminated with the death of the fetus from placenta 
previa at the end of the sixth month. During the next two 
pregnancies, Mrs. J. was acutely ill, suffering from severe 
nausea and vomiting. With the birth of the third child 
(now Mrs. P., who is Rh+), Mrs. J. had a severe hemor- 
rhage. Recently (November, 1942) a hysterectomy was 
performed on her by Doctor Norris at Stanford-Lane 
Hospital. She developed severe hematuria following a 
transfusion. Serological studies at Mount Zion Hospital 
revealed: Mrs. J., Type O, Rh—; Mr. J., husband, Type O, 
Rh+; Mrs. Gue., older daughter, Type O, Rh+; Mrs. P., 
younger daughter, Type O, Rh+, with one test serum, and 
Rh— with another. The husbands of these daughters have 
the following blood types: Mr. P., Type A, Rh+; Mr. G., 
Type O, Rh+. Mrs. P. was delivered of a normal female 
child on July 11, 1943, at Stanford-Lane Hospital. Mr. P. 
is evidently heterozygous, with respect to the character Rh. 
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Family 18: Several years ago Mrs. P. had a spontaneous 
miscarriage at the third month of pregnancy. She again 
miscarried recently and was transfused with 500 cubic 
centimeters of blood on April 13, 1943, because of bleed- 
ing after a D. and C. A second transfusion with Type A 
blood was given on April 29, after which she had hema- 
turia, severe chills, and pain in the chest. It was now 
discovered that her erythrocytes are Rh negative. A subse- 
quent transfusion with Rh negative blood was given with- 
out any reaction. 

(b) Male or female patients who have developed anti- 
Rh antibodies as the result of more than one transfusion. 

Family 19: Mr. F., a surgical patient in the Mount Zion 
Hospital, was transfused on January 16, 1942, with no 
untoward results. He was again transfused on January 
20 and 21, at which time he developed intense chills and 
fever. A check of the blood showed Mr. F. to be Rh 
negative and that he had been receiving Rh positive blood. 


Group F: AppLicATION OF THE RH Factor IN LEGAL 
MepicInE (Am IN THE ESTABLISHMENT OF THE 
IDENTITY OF TWINs) 

Family 20: This protocol is cited to show how tests for 
the presence of the Rh antigen in erythrocytes have been 
used to aid in proving that twins are identical. 

The Gar. brothers, now 50 years of age, looked exactly 
alike during childhood and could not be told apart. Both 
show the following blood groups: AiM+N+Rh—Hr+ 
(tests performed by Dr. Philip Levine). 


DISCUSSION 


The case histories of twenty families have been 
presented in order to illustrate the clinical impor- 
tance of the newly discovered Rh antigen. As 
shown by Philip Levine and his collaborators, iso- 
immunization of a mother with the Rh antigen, 
when she herself lacks this character, may be re- 
sponsible for a variety of related pathological con- 
ditions - affecting either the mother or baby, or 
both. Among these are erythroblastosis fetalis 
(comprising, according to Javert,'* hydrops fetalis, 
icterus gravis, congenital anemia, and certain 
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hemorrhagic diatheses), as well as repeated neo- 
natal deaths, and, in some instances, toxemias of 
pregnancy and recurring miscarriages. 

In most of our cases of erythroblastosis fetalis 
(groups A, B and C, above), it was possible to 
demonstrate the hereditary, Mendelian dominant 
character Rh in the blood of the father and that 
of the offspring and its absence in the mother. It 
is well to call attention at this time to the fact that 
Levine,’® Javert,’* and Potter, Davidsohn and 
Crunden,’” among others, have encountered cases 
of erythroblastosis fetalis in which the mother pos- 
sesses the Rh factor and the baby does not. There 
have also been instances in which only one of two 
twins developed the disease."* 

In attempting to explain these exceptions, it was 
demonstrated that there are several Rh antigens 
(Rh,, Rhz, Rh;) as well as an additional related 
agglutinogen Hr.*?%1* Moreover, in some in- 
stances iso-immunization of a mother may take 
place as the result of a heterospecific pregnancy, 
that is, an incompatibility between the mother’s 
serum and the fetal erythrocytes.’**? This is illus- 
trated in Family 16, where the father: belongs to 
Group A, the mother to B, and the child to AB. 
Likewise, in Family 11, where the father and child 
both belong to Group A and the mother to Group O. 
In either of these situations an increase in anti-A 
antibodies may be demonstrable in the mother’s 
serum. These maternal antibodies may attack the 
fetal red cells. before they are absorbed by the 
group specific substance present in the tissues. 
Boorman and Dodd ** suggest that hemolysis takes 
place because of an insufficiency of the correspond- 
ing group specific substances in the body fluids of 
the fetus. 

Boorman, Dodd, and Mollison ** have called at- 
tention to the fact that there is no correlation be- 
tween the titer of anti-Rh antibodies in either the 
mother or child and the severity of symptoms. 
Our data are in accord with this opinion. More- 
over, it has not been possible to demonstrate in vitro 
the phenomenon of hemolysis, which presumably 
is at the basis of both the icterus and the anemia 
in fetal erythroblastosis. It has been assumed, 
therefore, that there are unknown mechanisms 
which influence the storage of Rh antibodies in 
the cells of the reticulo-endothelial system and the 
speed and the quantities in which they are released 
during pregnancy or after the birth of the child. 


The release of anti-Rh antibodies from the tissue 
cells may take place as many as twenty-four years 
after “storage,” as illustrated in patient 17, who 
suffered from the so-called anamnestic reaction or 
“recall” phenomenon. For this reason, a careful 
history must be obtained before transfusing women 
who have given birth to babies with anemia, icterus 
or fetal erythroblastosis. 


It is also good practice to make careful blood 
counts and differential smears from the cord blood 
of all newborn babies in order to detect at the 
earliest possible moment the existence of erythro- 
blastosis and to be prepared for the emergency 
by maintaining a panel of Rh negative donors.*® 
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Levine ° urges that Rh tests be done “in all ob- 
stetric cases because the process of iso-immuni- 
zation may already have been initiated so that 
although the first one or two Rh+ newborn in- 
fants of an Rh— mother may be normal, never- 
theless Rh-+- blood either will not be tolerated or 
will not survive in the Rh— mother’s circulation.” 

There are a number of factors of safety which 
tend to diminish the incidence of fetal death due 
to the Rh factor. “In the great majority of the 
13 per cent of the susceptible matings, that is, 
Rh-+- husband and Rh— wife, the latter is not im- 
munized. Furthermore, the first one or two Rh-+- 
children of such matings are frequently normal. 
About half of the Rh+- fathers are heterozygous, 
so that 50 per cent of the offspring must be 
Rh— and, therefore, incapable of immunizing the 
mother.” 7° 

Figure 1 illustrates the treatment of babies with 
fetal erythroblastosis, employing Rh negative blood 
of the homologous type. Several transfusions may 
be required and several months may elapse before 
the blood picture becomes normal. While in some 
instances success has been obtained with the use 
of Rh positive blood, it has been pointed out?® that 
the rate of destruction of this blood in the circu- 
lation of infants may vary enormously from case 
to case. In many babies, Rh positive blood will be 
very quickly removed from the circulation. When 
no other suitable donor is available, one may wash 
the mother’s (Rh—) red cells free from serum 
which contains the antibodies and transfuse the 
baby with the erythrocytes resuspended in physio- 
logical saline.”* 

In addition to its importance in the diagnosis and 
treatment of diseases referred to above, the Rh 
factor has assumed an ancillary rdle in legal medi- 
cine; for example, as an aid in the establishment 
of nonpaternity and the identification of criminals. 
In the present communication we demonstrated the 
possibility of its use in helping to prove the identity 
of twins. 

Data have also been presented which illustrate 
the rdle of the agglutinogen Rh as a cause of cer- 
tain types of transfusion reactions.** These may 
occur either in women who at one time had given 
birth to babies with anemia, jaundice or erythro- 
blastosis, or in both men and women who lack the 
Rh factor and have been immunized to it as the 
result of repeated transfusions. The first of these 
two types illustrate the so-called “anamnestic re- 
action” or “recall” phenomenon. Similar cases have 
recently been reported by Levine.'® Anti-Rh anti- 
bodies which have been fixed to the tissues are re- 
leased, even after an interval of many years, and 
by uniting with the recently reintroduced antigen, 
may cause the untoward symptoms familiar under 
the term of “transfusion reaction.” 


CONCLUSIONS 


1. Tests for the Rh antigen should be made 
routinely on the blood of all newborn babies with 
anemia, jaundice, or hydrops fetalis ; on all women 
with toxemias of pregnancy, repeated miscarriages 
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or neonatal deaths, and, if possible, on all women 
who are pregnant or contemplate pregnancy ; also 
on all persons, male or female, who are to have 
repeated transfusions. 


2. Every community should have access to a 
panel of donors belonging to each of the four blood 
groups whose erythrocytes lack the Rh antigen 
(Rh—). 

3. Blood counts and differential smears should 
be made from the cord blood of all newborn babies 
in order to be on the alert for the existence of 
erythroblastosis neonatorum. 

Post and Scott streets. 
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EXOPHTHALMOS IN DISEASES OF THE 
THYROID * 


Mayo H. Sotey, M.D. 
San Francisco 


= the first description of hyperthyroidism 
by Parry,? exophthalmos has been considered 
an integral part of this syndrome. Seventy-five 
years ago, Von Graefe? drew attention to the eye 
signs and discussed many of the factors in exoph- 
thalmos that all too often have escaped subsequent 
notice. 

Stare, characterized anatomically by retraction 
of the upper lids and exposure of the sclerae above 
the iris, is frequently misinterpreted as exophthal- 
mos. A staring expression is more commonly seen 
in exophthalmic goiter than is measurable pro- 
trusion of the eyeballs and generally disappears 
following adequate treatment of the hyperthyroid- 
ism.** It can be distinguished from true exoph- 
thalmos by having the patient close his eyes gently 
so that the actual prominence of the globes can be 
estimated by scrutiny of the eyes from both the 
anterior and lateral aspects. 

True exophthalmos, on the other hand, is associ- 
ated with a number of subjective and objective phe- 
nomena that aid in a more or less precise estimate 
of its presence. The eyes usually have both a 
staring and uncomfortably prominent appearance. 
Lacrimation is often excessive and the conjunctivae 
may be injected; this also may be reflected sub- 
jectively by local irritation and discomfort. Pa- 
tients not infrequently complain of a sense of pres- 
sure behind the eyes and less often of frontal 
headaches of varying severity. Palpation reveals 
increased orbital resistance due to increased volume 
of the postglobal tissues of the orbit. More of the 


* From the Division of Medicine, University of California 
Medical School and the Thyroid Clinic, University of Cali- 


fornia Hospital, San Francisco. . 
Acknowledgment is made for the technical assistance of 
Miss Jean Hitch. 
Read before the Section on General Medicine at the 
seventy-second annual session of the California Medical 
Association, Los Angeles, May 2-3, 1943. 
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sclera above the iris is exposed and the eyes appear 
to bulge forward and downward so that more of 
the sclera below the iris shows than is usual in 
normal persons. Periorbital edema is common and 
is characterized by local swelling of both eyelids. 
As pointed out by H. C. Naffziger,® a finger-like 
area of edema of the upper lid, widest at the nasal 
end, is present when this periorbital edema is of 
severe degree. Edema of the sclera is seen only with 
severe exophthalmos and considerably alters the 
prognosis, as far as the eyes are concerned, since 
so many in this group will eventually need supra- 
orbital decompression.’ Unilateral exophthalmos 
is rare, whereas a greater degree of exophthalmos 
on one side than on the other is not uncommon. 
A wider palpebral fissure on one side should not 
be confused with unilateral exophthalmos. Lid lag 
is found with or without exophthalmos, but is more 
common and usually more accentuated when the 
latter is present. Impaired convergence may result 
from a number of causes, among which is weak- 
ness of one or both internal rectus muscles result- 
ing from edema and cellular infiltration of the 
extraocular muscles in exophthalmic goiter. These 
same tissue changes cause diplopia when they are 
extensive. In brief summary, many, and even all, 
of the symptoms and signs enumerated occur with 
significant exophthalmos and should lead to an 
accurate clinical estimate. In turn, this accurate 
clinical estimate will be important in the instances 
of severe exophthalmos, since the patient then will 


Fig. 1.—Photomicrograph (X60) of extraocular muscles 
of a patient with severe, progressive exophthalmos; biopsy 
during supraorbital decompression. There is marked edema 
of the interstitial tissues and of muscle fibers. Cellular in- 
filtration was present, but does not show clearly in the photo- 
micrograph. 


EXOPHTHALMOS 


Fig. 2.—High-power photomicrograph (X120) of a section 
of muscle from the same section shown in Plate 1. 


be followed more carefully and appropriate treat- 
ment directed to the eyes per se. 


ETIOLOGY 


The cause of exophthalmos in hyperthyroidism 
in man now has been adequately explained by 
(1) edema, cellular infiltration, late fibrosis of the 
extraocular muscles (Figures 1 and 2), and (2) 
edema of other tissues of the posterior orbit.**® 
These tissue changes are not due to hyperthyroid- 
ism directly ; indeed, they are seen in the extreme 
after the hyperthyroidism has been treated and 
hypothyroidism perhaps has followed. Sympa- 
thetic stimulation is no longer thought to play a 
part.” Marine,® Smelser,’ Aird,’° and others, be- 
lieve that the tropic hormones of the anterior 
pituitary, particularly the thyrotropic, may be se- 
creted in excess and may be responsible for the 
tissue changes found in experimental animals and 
in man.* These tissue changes, particularly of 
muscles, occur elsewhere in the body and recently 
have been stressed by Morgan and Williams." 

From the practical standpoint, a change involv- 
ing degeneration and increased volume of the orbi- 
tal tissues is important because the orbit is a closed 
cavity and the only way for these edematous tissues 
to gain more space is to push the globe of the eye 
forward. This, of course, produces exophthalmos 
and interferes with venous return from the orbit, 
so that a vicious cycle results with still further 


* Studies on the thyrotropic hormone in the urine of 
patients with exophthalmos are now in progress in collabo- 
ration with Dr. Leslie L. Bennett. Hertz and Colver, quoted 
in reference 14, prev: ously have done similar work in a 
paper now in preparation. 
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Fig. 3.—Photomicrograph (X120) of section of eye muscle 
removed during a supraorbital decompression from a 48- 
year-old Chinese male with severe exophthalmos, bilateral 
corneal ulceration and infection. Though these eye muscles 
are not normal, there is surprisingly little edema, cellular 
infiltration or fibrosis when one considers that his right eye 
regressed 6 mm. following decompression and his left eye 
5 mm. The reaction here is a much more chronic one than 
that shown in Figures 1 and 2. 


edema and proptosis as the end effect. Progressive 
exophthalmos is that stage in which the process is 
irreversible and where the nutritional state is such 
that corneal ulceration and panophthalmitis are 
common sequelae. In such a state, supraorbital de- 
compression may be life-saving. 

One can calculate from average volume measure- 
ments of the orbital cavity that an increase of 10 
to 20 per cent in the volume of the orbital contents 
will cause a proptosis of about 1.5 to 3.0 milli- 
meters.* A state of edema that increases the 
volume of a muscle by 10 per cent or more is not 
demonstrable by ordinary pathological techniques 
employed in examination of surgical specimens, a 
fact that accounts for minimal pathological changes 
seen in severe exophthalmos (Plate 3). 


MEASUREMENTS OF EYES IN PATIENTS WITH 
VARIOUS TYPES OF GOITER 


Several types of instruments are suitable for the 
measurement of exophthalmos. The Hertel oph- 
thalmometer was used in studying our patients and 
normal controls. This instrument allows reason- 
able accuracy after the operator has gained experi- 
ence by practice. The actual measurement obtained 
is the distance between the deepest portion of the 

* A preliminary study with J. B. de C. M. Saunders indi- 
cates that an in. rease in volume of the orbital contents of 


14 per cent will cause a protrus on of about 1.5 millimeters, 
and of 21 per cent about 3 millimeters. 
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lateral wall of the bony orbit and the point of 
greatest convexity of the cornea. When the in- 
strument is properly placed as described in a previ- 
ous article,* the error of measurement for the indi- 
vidual trained observer is about one-half to one 
millimeter. 

Using this method, the degree of exophthalmos 
was determined in 165 patients with toxic diffuse 
goiters, in 74 patients with toxic nodular goiters, 
and in 92 patients with nontoxic nodular goiters. 
The eyes of 65 normal persons were measured as 
a control series. The patients were subjected to 
repeated measurements after treatment of their 
hyperthyroidism to determine changes in the promi- 
nence of their eyes. 

The results of measurements made before treat- 
ment are shown in Table 1. The eyes of normal 
persons and of those with nontoxic goiters are 
equally prominent. This finding should be ex- 
pected since patients with nontoxic goiters should 
not have exophthalmos unless the goiter is of such 
size that the venous return from the head is inter- 
fered with, and venous pressure in the orbit is raised 
above normal. 

Patients with toxic diffuse goiters have more 
prominent eyes than normal persons.**? In a 
previous report, Soley * found this difference to be 
a significant one in 106 patients. Since that report, 
fifty-nine more such patients have been studied, 
with similar findings (Table 1). Mainini*?? made 
similar observations, but found fewer patients 
without measurable exophthalmos. If one concedes 
that the mechanism of production of exophthalmos 
is that described above, then variation in edema of 
the orbital tissues must be expected and, conse- 
quently, a variation in the degree of protrusion of 
the eyeball. This degree of protrusion, in turn, “ 
would not cause such evident exophthalmos in 
a person whose normal measurements were 12 
millimeters for each eye as in one whose normal 
measurements were 18 millimeters. When measure- 
ments fall within normal limits, periorbital edema, 
increased orbital resistance, conjunctival injection 
and scleral edema aid in deciding whether or not 
actual exophthalmos is present. 

Patients with toxic nodular goiters have more 
prominent eyes than either normal people or pa- 
tients with nontoxic nodular goiter, but exophthal- 
mos is not so marked as in patients with toxic 


TasLe 1.—Measurements of Eyes* in Normal Persons and 
Patients with Various Thyroid Diseases Before Treatment. 








Number of 
Subjects Mean 

15.9 
15.9 
15.8 
15.9 
17.4 
17.4 
16.3 
16.3 


Subjects 
Normals 


Range 
11.5-20.0 


Eye 
.eye 65 
.eye 65 

Patients with non- Rt. eye 92 

toxic nodular goiter Lt. eye 92 
Patients with toxic Rt. eye 165 
diffuse goiter . eye 165 
Patients with toxic Rt. eye 74 
nodular goiter ...... . Lt. eye 74 


12.5-22.5 
12.0-22.5 
11.0-29.0 
12.0-28.0 

9.5-22.5 
10.0-22.5 





* All measurements were made with the Hertel Exoph- 
thalmometer and were recorded in millimeters to indicate 
the distance between the deepest portion of the lateral wall 
of the orbit and the point of greatest convexity of the 
cornea. 
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EXOPHTHALMOS 


TABLE 2.—Changes in Exophthalmos After Treatment. 





Number of Patients 
Followed with Serial 
Measurements 


Treatment 


Patients with 
toxic diffuse 
goiter 


(subtotal 
thyroidectomy) 


X-rayed 
Patients with 


toxic nodular 
goiter 


Operated 


Patients with 
non-toxic nodular 
goiter 


Operated 


diffuse goiter. This may be explained by the fact 
that patients with hyperthyroidism and a nodular 
goiter usually have had a longer and milder course 
than those with hyperthyroidism and a hyperplastic 
goiter without nodules, so that the changes in the 
orbital tissues are more gradual and better toler- 
ated.* In addition, the patients with toxic nodular 
goiters tend to be older by eight to ten years than 
those with toxic diffuse goiters. It is common 
observation that exophthalmos becomes less fre- 
quent as age increases in either group of thyrotoxic 
patients. 


CHANGES IN PROMINENCE OF EYES 
FOLLOWING TREATMENT 


The changes in the prominence of eyes of pa- 
tients with various thyroid diseases following treat- 
ment is of interest both to the patient and to his 
physician. Table 2 summarizes these data. An in- 
crease or decrease of 1.5 millimeters or more was 
considered significant since the experienced ob- 
server measuring exophthalmos with a Hertel oph- 
thalmometer should be able to check his readings 
within 0.5 to 1.0 millimeter. Many patients had 
increases of 2.0 to 5.0 millimeters in their exoph- 


thalmos, whereas only a few had a decrease of 1.5 


millimeters or more. 

Of the patients with toxic diffuse goiters who 
underwent the procedure of subtotal thyroidec- 
tomy, 130 were followed sufficiently long (up to 
seven years) to determine the changes in exoph- 
thalmos. Fifty-four, or 41.5 per cent, had a signifi- 
cant increase in exophthalmos, while only six, or 
4.6 per cent, had a significant decrease. In the 
x-rayed series of twenty-three patients followed for 
similar lengths of time, only three, or 13.0 per cent, 
had a significant progression of their exophthalmos. 

The changes in the prominence of the eyes of 
the patients with toxic nodular goiters were simi- 
lar, since fifteen, or 30.6 per cent, of forty-nine 
followed had an increase in exophthalmos, and 
four, or 8.2 per cent, showed a decrease. 

More difficult of explanation is the finding that 
ten, or 17.5 per cent, of the patients with nontoxic 
nodular goiters had significant protrusion of their 
eyes following subtotal thyroidectomy. The orbital 
tissues of none of these patients have been ex- 
amined pathologically, so the mechanism of this 
change is not known. It is conceivable that the 
anterior lobe of the pituitary gland may play a part 
and that the immediate cause is again edema and 


Operated 130 


Increase in Promi- 

nence of Eyes of 1.5 
mm. or More 

aimamaaies’ 4 patients) 


Decrease in Promi- 

nence of Eyes of 1.5 
mm. or More 

seamed i patients) 


other cellular alterations in the extraocular muscles 
and orbital fat. 
DISCUSSION 


It is surprising that the various instruments used 
for measuring exophthalmos have not been em- 
ployed more frequently in patients with thyroid 
diseases. Series of measurements give us infor- 
mation about the incidence of exophthalmos and 
the changes in eyes following treatment of the thy- 
roid conditions. For example, it is now apparent 
that malignant exophthalmos is only extreme pro- 
gression of exophthalmos, and that moderate pro- 
gression takes place in 30 to 50 per cent of patients 
with either toxic diffuse or toxic nodular goiter 
after subtotal thyroidectomy. Since progression 
has been shown to be less common in toxic diffuse 
goiter treated with x-ray,’* this type of therapy 
may be desirable in patients in whom exophthalmos 
is a presenting symptom,*** Roentgen therapy is 
not desirable when the patient has a nodular goiter 
since a small percentage of the nodules will be neo- 
plastic.*2%1* 

Patients whose eyes were more prominent by 
measurement with an ophthalmometer were, in 
general, ones whose eyes appeared to be more ex- 
ophthalmic by clinical observation.t* This again 
points to the fact that good clinical observation is 
often as important as precise methods of measure- 
ment. 


The cause of the edema and cellular infiltration 
in the orbital tissues is not completely solved. 
These changes can be produced, experimentally, 
in animals by thyrotropic hormone injections 
(Aird*®), and are more marked following thyroid- 
ectomy (Marine*). Edema resulting from hyper- 
secretion of thyrotropic hormone may interfere 
with the venous return from the orbit and with 
nutrition of the orbital tissues, which in turn will 
cause further edema, cellular damage, and pro- 
gressive exophthalmos. Supraorbital decompres- 
sion (and this effect may be life-saving) provides 
greater space for the extraocular muscles and other 
structures, allowing better venous drainage and 
permitting the optic nerve to recover normal func- 
tion and corneal ulcers to heal. 

Any cause of edema of orbital tissues may pro- 
duce exophthalmos which is usually not associated 
with a stare and, therefore, often not noticed. Such 
diseases as mediastinal tumors with interference 
of venous drainage from the head, nephritis ** and 
myxedema ** should be included in this group. We 
have had several patients with myxedema whose 
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eyes regressed 1.5 to 2.0 millimeters after adequate 
substitution therapy with thyroid. 

Although the exophthalmos discussed in this 
paper is limited to that seen in thyroid diseases, it 
must be remembered that there are many other 
diseases associated with proptosis of the eyeball. 
These may be listed briefly as follows: sinusitis, 
intracranial arteriovenous aneurysms, benign or 
malignant tumors (either primary or metastatic) 
of the orbit or skull, thrombosis of the cavernous 
sinus, xanthamatosis, congenital malformation of 
the skull, Paget’s disease, hypertension, nephritis, 
gumma of the orbit, and voluntary exophthalmos. 
We have learned from experience that patients with 
severe exophthalmos require more frequent clini- 
cal observation to prevent, if possible, progression 
of exophthalmos. We feel that radical subtotal 
thyroidectomy is not indicated, but if thyroidec- 
tomy must be carried out because of the large size 
of the goiter or because it is nodular, more thyroid 
tissue should be left im situ than is customary. 
Routinely, our surgeons leave 3 to 4 grams; in this 
special group of exophthalmic patients, 5 to 7 
grams should be left in order that no patient will 
go through a phase of hypothyroidism during the 
period of six to twelve weeks postoperatively. If 
hypothyroidism complicates the patient’s conva- 
lescense, thyroid should be administered in a dosage 
that precludes any possibility of myxedematous 
changes in the orbital tissues. Usually, serum pro- 
tein levels can be kept normal with adequate pro- 
tein intake, thus eliminating another’ possible cause 
of edema. 

Empirically, we have found that patients with 
symptoms of lacrimation and photophobia are re- 
lieved in part with large doses of vitamin A (50,000 
to 75,000 units) daily. Biophotometer tests and low 
blood levels of vitamin A and carotene indicated 
vitamin A deficiency in some of these patients. 


SUMMARY 


Normal persons and patients with nontoxic 
nodular goiters have equally prominent eyes. Pa- 
tients with toxic diffuse goiters have significantly 
more prominent eyes than normal persons. Pa- 
tients with toxic nodular goiters in general have 
less prominent eyes than those with toxic diffuse 
goiters. 

About 40 per cent of patients with toxic diffuse 
goiters have progression of exophthalmos follow- 
ing subtotal thyroidectomy, while only about 5 per 
cent have regression. A much smaller percentage 
(13 per cent) of our series of patients treated with 
roentgen rays had a significant increase in promi- 
nence of their eyes. Of fifty-seven patients with 
nontoxic nodular goiters, 17 per cent had a signifi- 
cant increase in the prominence of their eyes fol- 
lowing subtotal thyroidectomy. 

Exophthalmos associated with toxic goiters is 
produced by edema, cellular infiltration, and some- 
times fibrosis of the extraocular muscles, and edema 
of other orbital tissues. These tissue changes in 
such patients may be caused by hyperactivity of 
the anterior lobe of the pituitary gland, particu- 
larly hypersecretion of the thyrotropic hormone. 
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A staring expression should be differentiated 
from true exophthalmos. Exophthalmos may be 
recognized by actual prominence of the globe and 
by coincidental signs such as conjunctivitis, peri- 
orbital and scleral edema, excessive lacrimation, ab- 
normal function of the extraocular muscles and 
increased orbital resistance. Exophthalmos may be 
confirmed by measurement of the prominence of 
the eyes by an ophthalmometer. 

University of California Medical Center. 
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ACUTE CALCIFIED SUBACROMIAL OR 
SUBDELTOID BURSITIS* 


Frank R. Guipo, M. D. 
Visalia 


IX recent years considerable interest has been 
manifested, especially in the English literature, 
regarding one of the causes for the so-called “pain- 
ful shoulder,” namely, calcified subacromial or sub- 
deltoid bursitis. Like other conditions of unknown 
exact etiology, many forms of treatment have been 
proposed, each form having its own adyocates, and 
each form producing satisfactory results. That 
the condition is not rare, but on the contrary quite 
common, is shown by the excellent report of Bos- 
worth, who examined 6,061 unselected, apparently 
healthy persons, and found calcium deposits in 
either one or both subacromial bursae in 165 (2.7 
per cent): the calcium being present in sufficient 
quantity to be visible by means of fluoroscopy. 

Definition —Chiefly as the result of Codman’s ? 
epochal work on “The Shoulder,” our conception 
of the term “calcified subdeltoid bursitis” has been 
immensely clarified. The terms “calcified sub- 
acromial” or “subdeltoid bursitis” are used synony- 
mously, and indicate the presence of calcium de- 
posits in the tendons of the short rotator muscles 
of the shoulder, namely, the supraspinatus, infra- 
spinatus, subscapularis and teres minor, and the 
overlying serous subdeltoid bursa. 

Nomenclature —The confusion of the earlier 
writers in labeling this interesting condition is at- 
tested by the many descriptive terms given to it 
by the various authors. Our first recorded descrip- 
tion in 1872 was by Duplay, who referred to it 
as “periarthritis humeroscapularis.” Other authors 
have described the condition under the follow- 
ing captions: periarticular calcifications; painful 
shoulder; “Duplay’s disease”; calcified bursitis; 
and subacromial calcifications. 


ANATOMY 

The subacromial bursa lies beneath the deltoid 
muscle and extends from the upper portion of the 
muscle to the under surface of the acromium 
process. It, therefore, separates the greater tuber- 
osity of the humerus from the deltoid muscle, and 
its floor is in close contact with the tendons of the 
supraspinatus and infraspinatus muscle. All au- 
thors are agreed that there is no communication 
between the bursa and the shoulder joint. It acts 
as the gliding mechanism in abduction and rotation 
of the humerus and, therefore, disappears under 
the acromium during abduction. 

The anatomical studies of the subacromial bursa 
received their greatest impetus from the obser- 
vations of Codman and others, who called attention 
to the floor of the bursa rather than the bursa itself 
as the seat of pathological changes. The floor of 
the bursa is closely aligned with the tendons of 
the short rotators of the humerus, the most im- 
portant of these being that of the supraspinatus 
muscle. This muscle originates in the supraspinatus 
fossa of the scapula and inserts in the uppermost 
tacet of the greater tuberosity of the humerus. Al- 
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though the tendons of the other short rotators, 
namely, the infraspinatus, subscapularis, and teres 
minor are closely fused in the formation of the 
capsule of the shoulder joint, accurate anatomical 
studies have clearly shown that it is the tendon of 
the supraspinatus muscle that is most commonly 
involved in this condition. 


INCIDENCE 


My interest in acute calcified subacromial bursi- 
tis was aroused: when, during the course of a 
few years, in a small community of 10,000, I was 
personally able to see eleven such cases: a con- 
dition which I had previously thought to be ex- 
tremely rare. This unwarranted preconception of 
the rarity of the condition was soon dispelled after 
reading Bosworth’s' excellent statistical analysis. 
Bosworth’s studies were made during the course 
of routine physical examinations on employees and 
applicants for employment of a large insurance 
company. This is the most comprehensive statisti- 
cal study on the subject that I was able to find, 
not only in regard to the incidence of such calcifi- 
cations in'the general public, but also relative to 
the possible etiological factors in its causation. His 
observations covered a large group of presumably 
normal persons, and the results of these studies are 
most illuminating. 


As stated before, calcium deposits were found 
in one or both bursae in 165 out of 6,061 examina- 
tions, an incidence of 2.7 per cent. All persons ex- 
amined were office employees, the so-called white 
collar group, and worked either as typists or clerks. 
By careful x-ray and fluoroscopic studies, Bos- 
worth was able to determine fairly accurately which 
of the tendons of the short rotators were involved. 
In over 50 per cent the deposit was found in the 
tendon of the supraspinatus. The tendon next most 
commonly involved was that of the infraspinatus. 
The right shoulder was involved twice as often as 
the left. 


ETIOLOGICAL FACTORS 


There is no known single factor involved in the 
production of this condition, the present consensus 
of opinion being that it is a degenerative process, 
a normal wear and tear, with multiple trivial trauma 
playing an important rdle. 

Trauma.—The relationship of trauma to an 
acute attack of calcified subacromial bursitis is not 
well understood. In only a few cases is there a 
history of a definite single trauma. If a single 
trauma does immediately precede an attack, it is 
only an aggravating factor and its relationship is 
the same as that of a strain, either severe or trivial, 
to an inguinal hernia, namely, that the predisposing 
factor and pathological abnormality were already 
present. The effect of a single trauma is illustrated 
by the following case report, the only one in my 
small series in which trauma preceded the attack. 


REPORT OF A CASE 
Case 1—C. H., age 42, an insurance executive, while 
playing tennis struck his left shoulder against a brick wall. 
He was immediately seized with an acute, excruciating 
pain over the tip of the left humeral tuberosity. Palliative 
treatment afforded no relief, and operation was performed 
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the next day under local anesthesia. The calcified mass was 
curetted out, with immediate relief. He was able to return 
to work the next day. 

In only seven of Bosworth’s forty-one cases of 
acute calcified bursitis was there a clear-cut history 
of antecedent trauma, and many were of a trivial 
nature, such as merely reaching for an object, that 
our imagination would have to be far-stretched to 
pin the blame on the trauma. 


While acute trauma is only an aggravating fac- 
tor, the question of repeated and usual trivial 
trauma must be given more consideration. The 
rotator tendons and the accompanying bursa are 
easily pinched between the humerus and acromium 
during abduction. Meyer,* after exhaustive studies 
on cadavers, and Codman have arrived at the fol- 


lowing conclusions regarding the etiology of this , 


condition : The tissues involved in subacromial bur- 
sitis are especially affected in what Meyer calls “use 
destruction.” Minute tears are produced in the 
substance of the tendons. Because of the avascular 
nature of the tissues, necrosis occurs with degener- 
ation of the fibers and the formation of calcium 
deposits. An acute inflammatory process occurs 
which produces tension in the unyielding fibers of 
the tendon, and finally breaks through and involves 
the overlying subacromial bursa. 

Infection —The possibility of a focal infection 
as a cause of this condition is without foundation. 
Removal of possible foci of infection has no influ- 
ence on the disease. Cultures from the deposits 
and the surrounding tissues do not produce any 
pathogenic organisms, and although associated with 
severe pain there is no acute inflammatory reaction 
present. 

Occupation.—Codman believes that the constant 
stretching and tension of the supraspinatus tendon, 
which occurs in certain occupations, is an important 
etiological factor. Bosworth’s series showed that 
occupations requiring constant prolonged abduction 
of the arm foster the formation of calcium de- 
posits. One-third of my cases occurred in persons 
employed as ranch workers who did a great deal 
of pruning and thus subjected their supraspinatus 
tendons to frequent stretching over a long period 
of time. 

SYMPTOMS AND DIAGNOSIS 


The symptoms of acute calcified subacromial 
bursitis are characteristic, and the diagnosis is usu- 
ally easy. There is no mistaking an “acute” at- 
tack—the pain is severe and excruciating. The 
pathognomonic symptoms and findings are as fol- 
lows: 

1. There is an acute agonizing pain in the shoul- 
der over the greater tuberosity of the humerus. 
The onset is usually sudden and may awaken the 
patient out of a sound sleep. 

2. Tenderness is the most prominent finding, is 
exquisite in character, and is always present over 
the greater tuberosity of the humerus. The shoul- 
der is “as sore as a boil.” The point of tenderness 
and its severity cannot be mistaken for any other 
condition, 
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3. Voluntary abduction is impossible and rota- 
tion of the shoulder is very painful. There is con- 
siderable muscle spasmi of the deltoid, and the arm 
is held rigidly to the side. 

4. Roentgen findings are characteristic. The 
calcareous deposit is readily seen overlying the 
greater tuberosity of the humerus. It varies in 
density and thickness and occasionally may be 
multiple. Caution must be exercised in using the 
proper roentgenological technique, as the calcium 
deposit may be overlooked if it is superimposed 
on the shadow of the humerus or the acromium. 
Bosworth recommends fluoroscopy in the detection 
of the calcium deposits. By so doing he is able to 
put the shoulder within its full range of motion 
and take a spot film of each deposit. 


The acute symptoms usually subside in about 
two weeks, but only a small minority of the pa- 
tients are willing “to wear it out.’’ Because of the 
severe pain and disability, they demand that some- 
thing be done. ; 


TREATMENT 


This condition is sometimes self-limited and a 
few of the patients will obtain relief, at least tempo- 
rarily, without any form of therapy. This has hap- 
pened in two of my patients who had a complete 
remission of symptoms without any treatment. 
This fact leads to confusion when one attempts to 
evaluate the various forms of therapy, and also 
explains why it is possible for a proponent of a 
particular form of treatment to claim success for 
his own method. 

The criterion of success in any form of therapy, 
whether surgical or medical, is, of course, the end- 
results. However, there are other factors which 
must be given serious consideration, and these in- 
clude the length of disability, the period of hospi- 
talization, the immediate relief of pain, the resto- 
ration of normal function, and the question of 
permanency. I am in agreement with the majority 
of authors that the best treatment for the acute 
attack is early and prompt incision of the calcified 
deposit. This is a relatively minor surgical pro- 
cedure, can be performed under local or general 
anesthesia or with brachial-block anesthesia. The 
period of hospitalization is seldom over three or 
four days. Relief of pain is complete and immedi- 
ate, with no possibility of recurrence. Normal 
movement is usually obtained in two to three weeks. 
However, there are a certain number of patients 
who will refuse surgical treatment. In these cases 
one of the other well-recognized forms of treat- 
ment may be administered. Although these other 
forms of treatment produce good and sometimes 
excellent results in experienced hands, the surgical 
excision of the calcified mass is the surest and 
quickest method of obtaining complete relief. 

The following methods are available for the 
treatment of this condition: 

1. Surgical Excision by Open Operation.—This 
is the method of choice used by the majority of 
orthopedic surgeons. Using either local, general, 
or brachial-block anesthesia, an incision is made 
directly over the involved bursa. After bluntly 
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separating the fibers of the deltoid muscle, the dis- 
tended, glistening bursa comes into view. The wall 
of the bursa is incised and the thick, white, gritty, 
putty-like mass is gently curetted out. The curet- 
tage will also remove the calcified material in the 
tendon of the underlying supraspinatus muscle or 
other rotator tendons. The procedure takes only a 
few minutes. The wound is closed without drain- 
age and the arm is immobilized for a few days in 
a sling. The relief of pain is immediate and com- 
plete. Drainage and suppuration of the wound do 
not occur. Active and passive motion are encour- 
aged and full restoration of function is complete 
within two or three weeks. The reaction of the 
patient is one of extreme satisfaction and gratifi- 
cation for the relief from pain. I have seen no 
recurrence of even the slightest symptom. The 
excellent results obtained with minimal time loss 
compare most favorably and far surpass the other 
forms of treatment. 

2. The Injection of Procaine Into the Bursa.— 
Haggart and Allen * were able to report good re- 
sults by the injection of 20 cubic centimeters of 
two per cent procaine hydrochloride directly into 
the bursa and shoulder joint. Soon after reading 
their report, I had the opportunity to attempt this 
procedure on one case, with unfavorable results. 
Relief of pain was immediate, but within forty-five 
minutes after the effects of the procaine had worn 
off, the pain returned with sudden violence, so that 
open incision was performed with immediate relief. 

However, in cases of acute bursitis without cal- 
cification, I was able to obtain good results by the 
injection of procaine. Haggart and Allen explain 
the relief of pain by improvement in the local circu- 
lation, thus causing absorption of the calcified 
deposit and probably a rupture of the calcified ma- 
terial from the tendons into the bursa. 

3. High Voltage Roentgen Therapy.—The tech- 
nique used by Chapman ® is as follows: 200 k.v., 
2mm. cu., 1 mm. al., 250 r in air. A series of four 
or five treatments are given twice a week followed 
by a rest of two weeks, and a second series of two 
or four treatments only if indicated. Results were 
not constant, some cases giving striking results 
and apparently similar cases proving failures. It 
is apparent from a study of Chapman’s fifty-four 
cases that few were of the acute, fulminating type, 
as only fifteen were in sufficient pain to disturb 
sleep and only seven were taking analgesics. 

Although the use of roentgen therapy seems easy 
for the patient and is relatively inexpensive com- 
pared with the 100 per cent prompt cures obtained 
by surgery, Chapman’s results were not impressive, 
as attested by the following figures: 


22 per cent obtained no relief 

10 per cent obtained slight relief 

46 per cent obtained marked, but incomplete 
relief 

22 per cent obtained complete relief. 


Compared with the immediate relief obtained by 
surgery, in many cases roentgen therapy did not 
give relief for two weeks, while in others relief was 
not obtained for a month or more. Chapman 
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claimed no superiority or priority for his method, 
but has evaluated in a clear, concise, and logical 
manner the results of this form of therapy. 

4. Physiotherapy.—All forms of physiotherapy 
have been used, principally baking and diathermy. 
In my opinion, they have been merely palliative in 
the milder cases and have aggravated the pain in 
the fulminating cases. If relief does occur, it is 
usually partial or temporary with subsequent re- 
current attacks to be expected. However, physio- 
therapy is a useful adjunct in the postoperative 
prevention of adhesions and in securing earlier 
mobility of the arm. 

5. Simple Needling of the Bursa—The simple 
withdrawal of a small amount of fluid from the 
bursa, with relief of pain, was first reported by 
Alanson Weeks of San Francisco in 1908. It is 
obvious that the withdrawal of fluid from the bursa 
will reduce tension and eliminate pain, but it seems 
illogical to suppose that such a procedure will re- 
move the irritating calcium deposit with the con- 
stant threat of subsequent attacks. 

6. Multiple Needling of the Bursa.—This 
method has been described by Weeks and Delprat.* 
It can be performed under local or gas anesthesia. 
It will relieve pressure from the bursa and will 
allow some of the calcified mass, if soft and semi- 
fluid, to escape from the bursa into the surrounding 
tissue. The relief from pain is not as prompt and 
complete as following surgical incision, and the 
entire calcified mass cannot be removed. Weeks 
and Delprat believe, however, after a study of forty 
patients in which relief was obtained by this 
method, that the calcium will be absorbed unless 
it has organized into bony hardness. 

7. Bursal Irrigations —By inserting two large 
needles into the bursa and forcing normal saline 
solution through one needle to flow out the other, 
Patterson and Darrach’ obtained good results in 
sixty-three patients. The soft calcified specks were 
thus able to be washed out by the fluid under 
pressure. 

8. The Ammonium Chloride Treatment.—The 
latest form of therapy for this condition is that 
advocated by Dick, Hunt and Ferry® in 1941. They 
report excellent results, and their treatment con- 
sists of 

(a) Relatively large doses of ammonium chlo- 

ride. 

(b) Rest of the diseased part. 

(c) Physical therapy. 

(d) Removal of foci of infection. 

Theirs is the first mention made of this form of 
therapy. The ammonium chloride is administered 
in doses of one gram or more four times a day, 
preferably in enteric-coated tablets. The ammo- 
nium chloride is used to lower the hydrogen ion 
concentration of the blood and lymph. They claim 
rapid disappearance of pain and, when not too 
dense, absorption of the calcified deposit, due to the 
mild acidosis produced by the ammonium chloride. 

Rest of the diseased part is obtained by the use 

of a sling or by resting the arm on a pillow. 
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Physical therapy is used with care in the form 
of diathermy or infra-red baking and all possible 
foci of infection, such as apical dental infections, 
infected tonsils, etc., are sought for and eliminated. 
From a study of their case histories it requires on 
an average of two weeks for the pain to be relieved. 

9. Immobilization and Analgesics.—Some pa- 
tients prefer “to tough it out,’”’ and will consent to 
no active treatment. Immobilization of the arm by 
means of a sling and the use of analgesics by mouth 
resulted in the relief of pain in two of my patients. 
Their calcium deposit is still present and recur- 
rences are always possible. 

The relief of pain without any active form of 
treatment can at times be expected, as Bosworth * 
was able to observe the disappearance of the cal- 
cium deposit in a few patients without treatment in 
any form. 

AUTHOR’S MATERIAL 

Eleven cases were observed and treated in this 
series: four (36 per cent) were males and seven 
(64 per cent) were females. Ages ranged from 
33 to 56 years, the average age being 46 years. 
Seven patients submitted to operation and obtained 
immediate and complete relief. All of these pa- 
tients had tried palliative treatment without benefit. 
One patient refused treatment and left town. It 
was learned that she submitted to surgical oper- 
ation elsewhere a few weeks later. Three patients 
obtained relief of pain after a period of two to 
three weeks following immobilization and the use 
of analgesics, but they suffered during that time 
severe and excruciating pain which only subsided 


gradually. 


SUMMARY AND CONCLUSIONS 

1. The possibility of calcified subacromial bur- 
sitis must always be considered when dealing with 
the acute painful shoulder. 

2. Diagnosis can always be made with certainty 
by fluoroscopy and x-ray. 

3. Repeated trivial trauma is probably the most 
important etiological factor. 

4. Focal infection probably plays no part in the 
production of the calcium deposit. 

5. The condition has its inception in the tendons 
of the short rotators of the humerus, especially the 
supraspinatus, and the subacromial bursa is second- 
arily involved. 

6. The calcium deposit may be present for a con- 
siderable length of time without the production of 
acute symptoms. 

7. The removal of the calcium deposit by surgi- 
cal incision is the treatment of choice in the ma- 
jority of cases. This is especially true in the acute 
fulminating type. Relief is immediate, complete, 
and permanent. 

8. Other methods of treatment, as outlined above, 
have also proved successful. 

310 West Wilow Street. 
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MepicaAL ErponyM 
Pardee’s Sign 

Harold E. B. Pardee (b. 1886) describes “An Electro- 
cardiographic Sign of the Coronary Artery Obstruction” 
in the Archives of Internal Medicine (26:244-257, 1920). 
A portion of the article follows: 

“".. It is hoped to show that obstruction of a branch 
of coronary artery is followed by a sign which is character- 
istic of this condition and is really recognizable in the 
human electrocardiogram. 

“. . The characteristic changes appearing a day or two 
after the obstruction are as follows: The QRS group is 
usually notched in at least two leads, and usually shows 
left ventricular preponderance. The T wave does not start 
from the zero level of the record in either Lead 1 or Lead 3, 
though, perhaps, from a level not far removed from it, 
and in this lead quickly turns away from its starting point 
in a sharp curve, without the short, straight stretch which 
is so évident in normal records preceding the peak of the 
T wave. The T wave is usually of larger size than custom- 
ary and accordingly shows a somewhat sharper peak. The 
T wave is usually turned downward in Lead 2 and in one 
othcr lead. Not all of these changes are to be found in 
every record, but enough of them are present to give it a 
characteristic appearance.’—R. W. B., in New England 
Journal of Medicine. 





MepicaL ErponyM 
Kiimmell’s Disease 

Professor Hermann Kiimmell (1852-1937) described 
this condition in a paper, entitled “Die rareficirende Ostitis 
der Wirbelkérper [Rarefactive Ostitis of the Vertebral 
Bodies],”’ published in the V erhandlungen der Gesellschaft 
deutscher Naturforscher und Aertse (64:282-285, 1892). 
A portion of the translation follows: 

“.. . To sum up, we are dealing with an injury, often 
of trifling nature, that affects the vertebral column either 
directly or indirectly, and so far as the immediate effect 
is concerned, leaves no sign of its occurrence. After months 
of complete health, there begins a rarefactive process in 
the vertebras, which finally results in atrophy of their sub- 
stance. Suppuration does not occur in this pathologic 
process, as in tuberculous spondylitis, nor is there any 
thickening of the bony mass, as in syphilitic processes, or 
bony deposition and change, as in arthritis deformans. .. . 

“The diagnosis of the condition, after what has been 
said, offers no great difficulties; and if we consider the 
most important factors—the effect of trauma in an other- 
wise healthy person, transitory pains and gibbus for- 
mation later, with the accompanying local and. referred 
discomfort — confusion with tuberculous spondylitis or 
other disease of the vertebras is easily avoided.”—R. W. B., 
in New England Journal of Medicine. 
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ANNOUNCEMENT 


Cc. M. A. ANNUAL SESSION 
CALIFORNIA MEDICAL ASSOCIATION 


The seventy-third annual session of the California Medi- 
cal Association will be held Sunday, May 7 and Monday, 
May 8, 1944, inclusive, with headquarters in the Hotel 
Biltmore, Los Angeles. 





CALIFORNIA COMMITTEE ON 
PARTICIPATION OF THE MEDI- 
CAL PROFESSION IN THE 
WAR EFFORT 


Service Flag 
of the 
California Medical Association 


As of September, 1943, the roster contained 1,957 names. 
On February 5, military colleagues numbered 2,050. 


Corona Naval Hospital: New Unit 


With the opening of Medical Unit No. 3, composed of 
forty-one buildings, thirty of which are ward buildings, 
the Corona Naval Hospital in Riverside County is now up 
to full capacity, which is more than 5,000 beds. The normal 
capacity of Unit 3 is 1,040 beds. 

In an emergency, the unit can take care of 1,500 patients. 
The new section is a complete hospital in itself, with its 
own administration building, galley and mess hall. 

It will be devoted exclusively to medical cases, which 
will enable the main buildings to be used for surgery. It 
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has a library, x-ray department, dental department, phar- 
macy, laboratory, emergency surgery room, and helps’ 
quarters. 

Capt. Harold L. Jensen, commanding officer of the 
Corona Naval Hospital, has placed Comdr. Charles H. 
Watkins, chief of medical staff, in charge of the new unit. 
Commander Watkins will have a complete staff under his 
supervision. 

The temporary ward buildings are completed with Modu- 
lok construction of the prefabricated type. The remainder 
of the buildings are of standard wood frame construction. 

With the completion of Unit 3, the naval hospital is now 
composed of Unit 1, main buildings, which contains head- 
quarters of the commanding officer and his executive staff 
as well as the very latest equipped surgery; Unit 2, head- 
quarters for tubercular patients, and the new medical unit. 

The hospital now takes on the appearance of a small city 
with a population of more than 6,000 people, including 
civilian workers. 


Los Angeles County General Hospital: Proposed 
University of Southern California Addition 

If federal authorities approve a request for $175,000 in 
funds to remodel and refurnish a building at the Los An- 
geles County General Hospital, the county will advance 
the money and the building will be leased to the University 
of Southern California for use as a medical school to assist 
in training doctors for war service, the Board of Super- 
visors revealed recently, following their weekly meeting. 


Shipyard Medical Unit in Napa 


Organization of a medical unit at Basalt Shipyards near 
Napa, for employees and their families, was announced on 
December 16, 1943, by A. G. Streblow, Basalt president. 

Heading the unit will be Dr. Samuel B. Hirschberg, 
director, who will maintain offices at Shipyard Acres, the 
housing project in connection with the shipyards, and who 
also will be at the first-aid station at the yard. 

Over 300 families, including 200 school-age children, will 
be given care under the new medical program being initi- 
ated by the Company. 


Physical Rehabilitation Section—Federal 
Security Agency 


Federal Security Administrator Paul V. McNutt re- 
cently announced the assignment of Dr. Dean A. Clark, 
surgeon, U. S. Public Health Service, as chief medical 
officer of the Office of Vocational Rehabilitation to take 
charge of the newly established Physical Rehabilitation 
Section. The arrangement between these two branches 
of the Federal Security Agency was made by Surgeon- 
General Thomas Parran at the request of Michael J. 
Shortley, director of vocational rehabilitation. 

Use of Federal funds for remedial medical treatment of 
the physically handicapped was authorized for the first 
time under the Barden-LaFollette Act of July 6, 1943. 

Until the expansion of the Vocational Rehabilitation 
Program under this new law, there was no Federal pro- 
gram for this purpose, although the Federal Government 
has long aided the states in providing vocational guidance 
and training for the handicapped. The addition of physical 
rehabilitation greatly strengthens the program, because 
relatively simple surgery often can materially decrease a 
physical handicap or even remove or fully compensate 
for it. 

The rehabilitation program is designed to assist all physi- 
cally handicapped individuals to obtain remunerative em- 
ployment, except veterans with service-connected disabili- 
ties, who come under the program directed by the Veterans’ 
Administration. The program is operated by the states 
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through their Boards of Vocational Education and their 
official agencies for the blind. 

As a war measure, the Federal Government pays the full 
cost of rehabilitating war-disabled civilians. These include 
officers and crew members incapacitated while on war duty 
in the merchant marine, and members of the Aircraft 
Warning Service, Civil Air Patrol, and United States 
Citizens Defense Corps. For other individuals, the Federal 
Government pays half the cost of rehabilitation. All ad- 
ministrative expenses of the States in conducting approved 
rehabilitation programs are also met with Federal funds. 
Under the new statute, Federal aid may be utilized to 
provide all types of medical and surgical services neces- 
sary to modify a physical condition which is static and 
which constitutes a substantial handicap to employment. 
Conditions for which medical services are undertaken must, 
however, be of such a nature that treatment may be ex- 
pected to eliminate or substantially reduce them within a 
reasonable length of time. Hospitalization not to exceed 
ninety days may also be furnished as well as prosthetic 
appliances essential for obtaining or retaining employment. 


Medical Journals—For Colleagues in Military Service 

In former issues, editorial comment was made on a plan 
to forward medical journals to the Hospital Stations of 
Army, Navy, and Air Force camps now located in Cali- 
fornia. 

This work is being carried on by the California Medical 
Association—through its Committee on Postgraduate Ac- 
tivities—in codperation with the medical libraries of the 
University of California, Stanford, and the Los Angeles 
County Medical Association. 

The addresses of the three libraries follow: 

University of California Medical Library, The Medical 
Center, Third and Parnassus, San Francisco, California. 

Lane Medical Library, Clay and Webster Streets, San 
Francisco, California. 

Los Angeles County Medical Library Association, 634 
South Westlake, Los Angeles, California. 

If more convenient, you can send journals via “Rail- 
way Express Agency,” collect to: California Medical As- 
sociation Postgraduate Committee, Room 2008, Four 
Fifty Sutter, San Francisco, California. Railway Express 
Agency addresses: In San Francisco, at 635 Folsom (EX 
3100); in Los Angeles, at 357 Aliso (MU 0261). The 
“Railway Express Agency” will call for packages and will 
collect costs from the California Medical Association. The 
Postgraduate Committee will forward to camps. 





COMMITTEE ON PUBLIC POLICY 
AND LEGISLATION 


WAGNER-MURRAY-DINGELL BILL 
(S. 1161: H. R. 2861) 

Reader: Have you written your Congressman? You will 
find his name and Washington address in the November 
issue of “California and Western Medicine,” on pages 284 
and 285. The time to act is now! As one of your Congress- 
man’s constituents, acquaint him with your point of view. 
Every physician owes this to the welfare of his fellow citi- 
zens, his profession, and himself. 

For additional information concerning Wagner-Murray- 
Dingell bill (S. 1161), see department of Committee on 
Public Policy and Legislation in previous issues of “Cali- 
fornia and Western Medicine.” 


Federalized Medicine Is Not Wanted* — 
Eastern physicians are announcing plans to organize the 
profession against the regimentation by Washington of 


-- See in this issue, cartoon on page 87. 
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the American medical fraternity. In other words, they are 
out to oppose “the compulsory systems of bureaucratic 
Federal control proposed by the Wagner-Murray-Dingell 
bill” which has been introduced in Congress. 

These doctors are forming a nation-wide association to 
provide voluntary plans for insurance protection against 
the costs of sickness to offset the compulsory Federal plan. 
The opposition to the legislation will also take more direct 
form. It will be aimed at the bill itself. In this the medical 
profession will get plenty of support. It will come from 
the -public. 

The Wagner-Murray-Dingell bill (S. 1161) calls for 
the inclusion of medical care and some hospitalization in 
the Federal Social Security Plan. Under the proposal the 
Surgeon-General of the Public Health Service and a coun- 
cil of sixteen members appointed by him would administer 
a system of panel medicine extending clear across the coun- 
try. Doctors would be “invited” to serve as group phy- 
sicians. There is nothing compulsory about an “invitation.” 
But if any refused to accept, the all-powerful bureaucracy 
could make it costly and ruinous for them. 

The legislative proposal. would extend Washington’s 
grasping hand down to the smallest town and hamlet where 
doctors practice. It would empower the medical czar in 
the national capital to hire doctors, establish rates of pay, 
establish qualifications for specialists, and arbitrarily de- 
termine which hospitals and clinics could provide service. 

The plan is a bureaucrat’s gorgeous dream. It has some 
appeal for unfortunate persons who have run into diffi- 
culties with sickness and resultant heavy financial involve- 
ments. But the catch in the program is that it would have 
to be paid for—through compulsory deductions from pay 
rolls. 


This is what is proposed. The Social Security Act would 
be amended to provide a 6 per cent deduction from the 
wages of every employee earning up to $3,000. This would 
be matched by a contribution of the employer. Altogether, 
it is estimated, the huge sum of $3,000,000,000 a year would 
be produced for administration according to the dictates 
and whims of the all-high Surgeon-General and his hand- 
picked advisory council. 


People have become acutely conscious of what pay-roll 
deductions mean. In California, as in all other states, 
wage-earners pay one per cent for Federal old-age bene- 
fits. In California they also pay one per cent toward State 
unemployment insurance. Though they also submit, cheer- 
fully for the most part, to exactions under the pay-as-you- 
go income tax plan, they are extremely conscious of what 
the deductions do to the pay check. Would they like the 
6 per cent cut of the Wagner-Murray-Dingell proposal 
on top of the others? They assuredly would not. 

As a matter of fact, the medical profession now offers 
Californians voluntary group insurance plans for medical 
care and hospitalization. So, too, in other States. It comes 
much cheaper than the grandiose proposal of the three 
Senators. The voluntary plans give the beneficiary the 
right to choose his own doctor. One can take the plan or 
leave it. This is the right way. 

The American people are becoming surfeited with Wash- 
ington’s attempts to regiment every phase of life. They are 
tired of the moves to force costly, paternalistic programs 
down their throats. They want none of this scheme.— 
Stockton Record, December 30, 1943. 


Federalized Medicine 
Should you pay the doctor with cash or tax money? 
Would benefits of a Government-controlled compulsory 
health-insurance program justify Social Security taxes 
totaling from $3,000,000,000 to $4,000,000,000 a year? 
Could medical initiative survive? Would the ill and the 
injured who had paid in advance through increased Social 
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Security levies be assured the same attention as the patient 
who wrote his check on the spot? 

The perennial argument recently flared again. In New 
York the County Medical Society issued a report of its 
annual meeting condemning Senator Robert F. Wagner’s 
new Social Security bill (S. 1161). However, the Society 
approved a statement advocating nonpolitical codperation 
between the medical profession and the local government 
“to take care of the low-income groups.” The Herald- 
Tribune took up the issue. Editorially, the newspaper ob- 
served that it also saw flaws in S. 1161, but that the spread- 
the-cost principle was needed for the great middle class. 
Doctors, The Herald-Tribune said, should do more than 
oppose the Wagner bill; they should evolve “some better 
program for attaining the same objective.” 

Stalled now in the Senate Finance Committee, the Wag- 
ner bill would institute compulsory medical and hospital 
insurance for all persons covered by the old-age and sur- 
vivors’ provisions of the Social Security Act, for their 
dependents, and for about 15,000,000 others now excluded 
from those provisions. 

5 7 7 


What It Means—Benefits are proposed for the whole 
range of medical and surgical services. A patient could 
choose his doctor from a panel composed of every legally 
qualified M.D. in the area who wished to participate. 
Thirty days of hospitalization a year at $3 to $6 a day 
would be covered. If a longer stay were necessary, benefits 
would continue for another thirty days, but the daily allow- 
ance would fall to $1.50 to $4. The rate for institutional 
care in chronic illness would be $1.50 to $3 a day. 

How would the doctor be paid? The bill gives consider- 
able leeway. Apparently, area medical groups would have 
a choice of set fees for specific conditions, a flat per capita 
payment for listed patients, a whole or part-time salary 
arrangement, or a combination of these. 

Administration would rest with the Surgeon-General. 
He would be assisted by a National Advisory Medical and 
Hospital Council composed of sixteen members—selected 
by him. ' 

5 v 7 

Pro and Con.—A large part of the country’s doctors 
oppose the bill, regarding it both as a potential death sen- 
tence for private practice and as a mechanism for making 
medicine a political football, and health service a bureau- 
cracy. The spokesman for this group is the National 
Physicians’ Committee, a research body with American 
Medical Association endorsement. 

Supporting the bill are a large section of organized 
labor; Michael M. Davis, editor of Medical Care; and the 
Committee of Physicians for the Improvement of Medical 
Care, whose membership includes such medical men as 
Dr. John Peters of Yale, who have split with the American 
Medical Association on economic issues. 

On November 7, Dr. Morris Fishbein, editor of The 
Journal of the American Medical Association, summarized 
organized medicine’s objections to S. 1161 before the San 
Francisco County Medical Society. He said: “The Ameri- 
can Medical Association has accepted the principle of in- 
surance against . . . costs of sickness [and] has heartily 
approved the provision [by government] of medical care 
for the indigent and the medically needy. ... “But,” said 
Doctor Fishbein, “use of Federal funds for care of the 
indigent is far different from . . . a Federal mechanism 
involving the expenditure of $4,000,000,000° annually, as 
proposed by the Wagner . . . bill.”—Dayton Newsweek, 
December 6, 1943. 


Medicine Is America’s Priceless Heritage: 
Wagner-Murray Bill Would Regiment It 
On June 3, 1943, Senator Robert F. Wagner of New 
York—for himself and Senator James Murray of Mon- 
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tana—introduced in the Senate, bill 1161. If the recom- 
mendations in this bill are enacted into law, they will go 
far toward destroying the private practice of medicine in 
the United States. The bill proposes to raise by taxation— 
from pay rolls mostly—an amount estimated at three billion 
dollars to provide medical care by the Government. 

The bill proposes placing in the hands of one man—the 
Surgeon-General of the Public Health Service—the power 
and authority : 

1. To hire doctors and establish rates of pay—possibly 
for all doctors. 

2. To establish fee schedules for services. 

3. To establish qualifications for specialists. 

4. To determine the number of individuals for whom 
any physician may provide service. 

5. To determine arbitrarily what hospitals or clinics may 
provide service for patients. 

It instructs: the Surgeon-General to provide general and 
special medical care, laboratory tests and hospitalization 
for all beneficiaries of the Social Security Act and their 
dependents—estimated at 110,000,000 people. 

Unless a wave of protest forewarns the sponsors, this 
bill, or similar proposals, may be enacted into law. The 
question to be answered is a simple one: Do you want 
medical care for the sick to be provided by bureaucrats— 
politicians—or by doctors? 

State medicine—political control of medical service— 
always has, always will develop doctors who are politically 
amenable, who cater to the ward committeeman or the pre- 
cinct captain rather than to the needs of human beings who 
are their patients. For the doctor, political control of 
medical care means the forfeiture of self-respect, incompe- 
tence, and professional deterioration. 

It is understood that if the medical profession is regi- 
mented it will represent a decisive step forward toward 
establishing centralized Federal control of all the profes- 
sions and of all industry. 

The doctor is our most private and personal servant. 
Since time immemorial he has served as an adviser, a helper 
and friend of the individuals who comprise the community. 
Inasmuch as the Wagner bill (S. 1161) tolerates no per- 
sonal services, in fact, no personal contacts, it is quite logi- 
cal that those who would change our form of Government 
will begin at the very heart of the citizens’ personal re- 
lationships. Confuse these relationships, instill them with 
prejudice, mistrust and suspicion, and the left-wingers will 
have an entering wedge into the body politic. 

Under the sheen of Government helpfulness, radicals 
like Messrs. Wagner, Murray, and Dingell are trying, 
through their so-called liberal bills, to point out how much 
better off America would be under a total liberalizing of 
our Government. They begin by favoring certain classes 
of citizens whom they believe can be depended upon to vote 
correctly on election day. 

Now the point is—do we want socialism? Do we want 
to abolish private enterprise? Do we want to fire the doctor 
because he is not a socialist, or break the insurance compa- 
nies because they do not conform to Government theories ? 

America has the lowest morbidity and lowest mortality 
rate of any nation in the world. Let us preserve our price- 
less heritage—the private enterprise system.—Editorial in 
the Oakland Tribune, December 28, 1943. 


Cites Potential Cases 
Insurance Economics Society: Federal Insurance 
System Would Have to Care for Fifty Million 
Cases of Illness 
In the event a Federal health insurance system should 
be put into effect, it would mean that the taxpayers of the 
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United States would have to help pay for the illnesses of 
some fifty million cases a year, said E. H. O’Connor, ex- 
ecutive director of the Insurance Economics Society of 
America, in speaking before the Ramsey County Medical 
Association at St. Paul, Minnesota. 

“We shall have between 50 and 55 million gainfully em- 
ployed persons in the United States after the war,” said 
Mr. O’Connor. “These, with dependents, would swell the 
number of potential beneficiaries of a Federal health in- 
surance system to more than 100 million. What, then, 
would be the number of illnesses on a broad average? In 
Germany the number of illnesses, between 1925 and 1934, 
ranged from 36 to 52 per 100 members. If this experience 
is any criterion, there would be fifty million cases of ill- 
nesses per year in the United States to be taken care of 
by the Federal bureaucracy. All these fifty million cases 
would have to be certified, filed, and inspected. Most of 
these would receive benefits ; on those rejected there would 
be complaints which would have to be adjusted in one way 
or another. 

“Now, to deal with such an army of potential bene- 
ficiaries of health insurance we would need an adequate 
staff. Otherwise there would be wholesale corruption, 
profiteering, and racketeering. But if an adequate staff 
were provided, this would mean a small army of govern- 
ment employees. And right here is where bureaucracy, red 
tape, delay, political pettiness, and assorted blessings would 
confront not only every doctor, dentist, nurse, and other 
members of our private medical system, but every citizen 
of the United States.” 

In discussing the Wagner bill, he said: “In weighing 
the pros and cons of the merits of the provisions of the 
Wagner bill, or of similar proposals, we should avoid one 
pitfall, namely, the implication that private medicine, or, 
for that matter, private insurance companies, have a differ- 
ent attitude on the desirability of social security for all 
of the people than has the Federal Government. Our atti- 
tude differs not in final purpose, but only and exclusively 
on the means of obtaining that goal. 

“Therefore, our decision is not at all concerned with 
social security—it is concerned with the question of 
whether private enterprise, which has built this country 
and achieved the stupendous medical progress which all 
the world admits, shall be discarded in favor of a system 
of compulsion concerning which the experience and the 
knowlcdge is nil, but which harbors grave dangers to the 
economy of the nation not less than to the practice of 
private medicine.’—San Francisco Underwriters’ Report, 
December 23, 1943. 


MATERNITY-PEDIATRIC PLAN OF FEDERAL 
CHILDREN’S. BUREAU * 


ITEM XLII: MATERNITY-PEDIATRIC 
Maternity Care Experience in California 


Approval of 4,213 additional applications for maternity 
and infant care of the wives and babies of service men in 
the seven western states, Alaska, and Hawaii during No- 
vember, was announced on January 3, in San Francisco 
by Dr. Marcia Hays, regional medical consultant of the 
Children’s Bureau, United States Department of Labor. 


These brought the western regional total of authori- 
zations for such maternity care to 13,639 since the start of 
the Government program last April, Doctor Hays said. 
Under the Federal program the wife of any service man 

* Maternity-Pediatric items listed in Roman numerals. 
CALIFORNIA AND WESTERN MEDICINE for July (Itéms I to 
XVIII) ; September, pages 178-182 (Items XIX to XXIII); 
October, pages 226-231 (Items XXIV to XXX); November, 
pages 282-284 (Items XXXI to XXXVII); December, page 
342 (Items XXXVIII and XXXIX) and page 304; January, 
pages 31-32 (Items XL and XLI). 
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in the fourth, fifth, sixth, or seventh grade in the Army, 
Navy, Marine Corps or Coast Guard, may receive com- 
plete medical, hospital and nursing care during her ma- 
ternity period without cost, and the baby may receive care 
for one year after birth. 


California headed the list with 2,927 cases approved 
during November. Total authorizations in California since 
last April total 7,093. 


ITEM XLIII: MATERNITY-PEDIATRIC 


Discussion at Annual Conference of State 
Association Secretaries 


The Journal of the American Medical Association for 
January 15, 1944, on pages 171-178 carries the address, 
“The Federal Plan for Providing Obstetric and Pediatric 
Care for Wives and Infants of Enlisted Men,” presented 
by Dr. L. Fernald Foster of Michigan at the annual con- 
ference of secretaries and editors of constituent state medi- 
cal associations held in the American Medical Association 
headquarters in Chicago on November 20, 1943. 


Requests have been received from California Medical 
Association members who do not receive The Journal of 
the American Medical Association that the discussion of 
California problems arising in connection with the Federal 
Children’s Bureau plan for maternity-pediatric service be 
given place in CALIFORNIA AND WESTERN MepIcINE. The 
remarks by C. M. A. Secretary-Editor Kress follow :* 


Dr. GeorcE H. Kress, San Francisco: The important 
things for us to remember are the implications involved 
in this federal children’s program. Ten million men are in 
military service, and a great majority of them are married. 
We start, then, with 20 million citizens, and their fathers 
and mothers, 40 million more. Also count at least 20 million 
friends, or a total of 60 to 80 million citizens. And this 
adult population of the United States is to be educated to 
what? To accept a mandatory fee table to be in operation 
from one end of the United States to the other, in which 
Dr. Edwin Daily representing the Children’s Bureau pro- 
posed to California Medical Association President Karl 
Schaupp and me in the office of the State Department of 
Public Health in San Francisco that the fee should be $35 
to:cover antepartum care, confinement care, and post- 
partum care; antepartum care to imply a certain number 
of visits, Wassermann tests, hemoglobin determinations 
and urinalyses, with other usual antepartum care; in ad- 
dition, all necessary confinement care and postpartum 
service with a visit to mother and child at least six weeks 
after the birth of the child. 

The war may last three, four, five years. In the mean- 
time the people of the United States will be educated to 
what, as far as this particular line of professional work is 
concerned? To a fee of $35, or perhaps in some places $50, 
as full and fair compensation. At the conclusion of the 
war, in the minds of the great majority of citizens, $35 to 
$50 would be a proper fee for all this professional work, 
covering a period of months, with all its complications as 
they may arise. It would follow that any physician who 
would charge more than $35 or $50 would be guilty, in the 
minds of many citizens, of an atrocious, improper act. 

In April or May last we held in Portland a meeting of 
the Pacific States Medical Executives Conference. In our 
discussion of the maternity-pediatric program, the Oregon 
representatives presented their plan, saying that the money 
should be paid to the wife and not to the physician. As a 
member of the Reference Committee of that conference 
I sent a copy of our resolution to Dr. John Fitzgibbon, who 
in turn presented it to the House of Delegates of the 
American Medical Association, the resolution, with minor 
modifications, being adopted by the House in June. 

In California we are in full accord with the objective of 
giving adequate professional care to the wives and infants 
of enlisted men. However, the Council of the California 
Medical Association has voted that it is up to the individual 
physician to determine what procedure he wishes to ob- 
serve in this work. 


Dr. Edwin Daily, representing the Federal Children’s 
Bureau of Washington, D. C., came to California and gave 
the California Medical Association Committee on Maternal 
Care one hour, and then the conference was closed because 
he had to consult with hospital representatives. In our 


* For editorial comment in this issue, see page 48. 
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discussion with Doctor Daily he brought out the fact that 
the proposed fee was to be $35 for all of the service already 
mentioned. I asked Doctor Daily where he had gotten his 
figures, and he said, ‘‘From the American Medical Associ- 
ation.’”’ I said, ‘‘Oh, impossible! They couldn’t have given 
you figures of that kind. I am sure when I go back to my 
office,”’ I said, ‘‘I will be able to find fee schedules passed 
years ago by component county societies of the California 
Medical Association in which fees were in excess of $35 for 
all of the services you included in your maternity-pediatric 
program.” I did find such schedules, and the fees ranged 
up to $500 for complicated obstetric cases. We told Doctor 
Daily that $35 for adequate antepartum, confinement, and 
postpartum care was out of the question as far as Cali- 
fornia was concerned, and insisted that the minimum fee 
should be $50. Also, as regards California, we would object 
to the promulgation of the plan unless it was stated in the 
literature, “This program is made possible only through 
the generous coédperation of the members of the medical 
profession,’’ and our California State Board of Public 
Health has been printing such a statement on its literature. 

I wrote to Secretary Olin West and asked him concerning 
the statement by Doctor Daily that in more than three 
hundred fee bills that had been obtained from the Ameri- 
can Medical Association, every such schedule was $35 or 
less. Doctor West was unable to find in the files of the 
Association any record of any such information having 
been sent to the Federal Children’s Bureau. All that was 
found was a record—I think in the American Medical As- 
sociation Bureau of Medical Economics—of one discharged 
employee who may have sent such information to Wash- 
ington. Then I corresponded with Doctor Daily, and from 
Doctor Daily I learned that the fee bills that he told us 
were the authoritative fee bills of the American Medical 
Association had been received from the files of the United 
States Public Health Service, and were photostatic copies, 
the same being all the way from five to seven years old or 
more. Yet the Federal Children’s Bureau saw fit to have its 
representative go across the country with only that kind of 
authority in back of it, using the same with committees and 
representatives of constituent state associations and urging 
them to abide by their program under the exigencies which 
are now confronting us in a time of war. 

On one other item I think i am correct in my memory, 
and Doctor Daily can correct me if Iam in error. At one 
point I said, ‘‘Doctor Daily, suppose the case is a difficult 
one, say, a difficult forceps case or a cesarean section. 
What would be the compensation for the specialist ob- 
stetrician?’”’ And I think Doctor Daily told us in the begin- 
ning that it had to come from the general practitioner’s 
fee. To that we strenuously objected, and Doctor Daily 
then stated he would be willing that there should be an 
additional fee up to $50 for this specialist care, and that 
he would so recommend, presumably to the Federal Chil- 
dren’s Bureau. 

Of course, we were anything but happy to think that the 
American Medical Association should not have entered the 
picture at the very beginning, when the program was got- 
ten under way by the Federal Children’s Bureau. That was 
one reason why an editorial appeared in CALIFORNIA AND 
WESTERN MEDICINE, for which we were criticized in The 
Journal. We retract nothing from what we stated in our 
OFFICIAL JOURNAL. We think we were right then. It seems 
to us that when this program with its extensive impli- 
cations was being formulated, that somewhere, somehow, 
our good friends here at 535 North Dearborn Street in 
Chicago should have got into the picture, should have been 
back there in conference with the inside executive group 
of the Children’s Bureau and have helped guide it in its 
course of action. We also felt bad to think that our good 
friend, Morris Fishbein, failed to call this program, with 
its serious implications, to our attention, editorially. We 
felt he should have given us something over and above 
what appeared in little memorandum statements and news 
items concerning the progress of these Children’s Bureau 
negotiations. 

Our Council of the California Medical Association has 
voted as follows: The Council approved the plan of ade- 
quate service and all possible care to the wives of enlisted 
men and told the members of the California Medical As- 
sociation that it was up to them individually to do as they 
deemed best in the premises; calling their attention to the 
fact that if they signed on the dotted line they would re- 
ceive $50, not one penny more, nor could they receive one 
penny more directly or indirectly for the services rendered. 
If, however, they did not choose to sign, and if the patient 
did desire to become a private patient, well and good. 
However, in order to make available the hospital care to 
these wives, the patient could still obtain the hospital costs 
from the California State Board of Public Health if the 
physicians themselves would refuse to accept any money 





78 CALIFORNIA AND WESTERN MEDICINE 


for their services—in other words, give gratuitous pro- 
fessional service to these patients. That is the program we 
are following at the present time, and I take it that it will 
be the program we shall continue to carry on. 

It seems to me that all of this discussion of costs in- 
volved, or the saving of money to the Government, by ask- 
ing physicians to give services below cost, is beside the 
major point. We are involved here with great principles 
and, as has been stated by Doctor Bauer, this maternity- 
pediatric program may be the foot inside the door on be- 
half of state medicine; and with all deference to the offi- 
cials of the Children’s Bureau, the statements which have 
been made today indicate that such a thought is not with- 
out justification. Permit me to cite an example to show 
how governmental departments sometimes work: Yester- 
day afternoon Mr. Holloway and I drafted a series of tele- 
grams to California representatives in Congress relative 
to a bill dealing with migrant agricultural workers. Out 
in California the migratory agricultural situation has been 
a very big problem. With the aid of the California Medical 
Association, an excellent medical service has been devised, 
in full codperation with the Government officials. Comes 
now another governmental agency, the United States Em- 
ployment Service, with amendments to Public Law 45, 
which would take away from migratory workers who do 
not secure their jobs through the United States Employ- 
ment Service the right of medical service for themselves 
and their families. That is the way governmental bureaus 
act. 

Now, as to the future of the Federal Children’s Bureau’s 
maternity-pediatric program: The Federal Children’s Bu- 
reau in the beginning evidently miscalculated the number 
of patients who would come under this act. Witness the 
initial appropriation of one million, with subsequent de- 
ficiency appropriations of 4 million and 18 million dollars. 
These would indicate that there will be other deficiency 
appropriations needed to carry on this work. 

It is, then, up to the members of the medical profession, 
through the constituent state associations, so to educate 
their Congressmen that when these deficiency bills are 
presented we shall have a different tally of votes than when 
only about 125 members of the House of Representatives 
voted on how the federal money should be paid. I believe 
if we are alert to our legislative responsibilities, appreci- 
ating the implications that are involved in all of this, even 
the Children’s Bureau wili be obliged to sit up and take 
notice in some of these congressional matters. Congress 
makes the grants in aid, and the’ monies are then dis- 
tributed through the agency of the Children’s Bureau to 
the proper constituted authorities in the various common- 
wealths. In most cases these are the state boards of public 
health. The state boards of public health are then called 
on to administer the act, but if the.state boards of public 
health do not conform to the program outlined by the Chil- 
dren’s Bureau they are held up in the usual governmental 
bureaucratic manner. 

I shall be glad to have Doctor Daily discuss some of these 
other phases rather than the costs. With all the billions 
and billions of dollars that are being spent for a host of 
things today, I am but little concerned with whether the 
Children’s Bureau saves 5 million or 10 million dollars in 
this work, all at the expense of the medical profession. But 
I am terrifically concerned with what will be the end-result 
to medical practice and to the quality and type of medical 
care and medical service we all believe in, if some of these 
bureaucratic endeavors are carried too far. 

a 


Press Clippings.—Some news items from the daily 
press on matters related to Wagner-Murray-Dingell bill 
(S. 1161) follow: 


America Must Not Be Shackled: Nor Must Scientific 
Medicine Be Shackled 


Address by Hon. Joseph W. Martin, Jr., of Massachusetts 
before the Fifteenth Annual Scientific Assembly of the 
Medical Society of the District of Columbia at the May- 
flower Hotel, Washington, D. C., on October 1, 1943. 
(Printed in the Congressional Record of October 4, 1943.) 


Address of Hon. Joseph W. Martin, Jr. 

Mr. Toastmaster and Fellow Citizens, it is a pleasure and 
a privilege to address a group of individuals whose lives 
are devoted to efforts for easing and curing the ills of man- 
kind, and advancing the science of medicine, 

No one can come to this splendid gathering of physicians 
without sensing in full appreciation the contribution men 
and women of your profession have made to humanity. It 
can be truly said no profession has made a greater contri- 
bution to the progress of humanity. 
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The war has made terrific demands upon you. A great 
number of your associates have given up profitable pri- 
vate practice to minister to the medical needs of the men 
and women in our armed services. It is a source of great 
hope and comfort to the American people that such ad- 
vances in medicine and surgery have been made since the 
last war, that fewer casualties are expected to be perma- 
nently incapacitated. Many who in earlier wars would 
have died will live because of the triumphs achieved by 
medical science. 


Those of you whose lot it has been to remain at home 
are carrying an immense burden in caring for the health 
of the civilian population. No class of our people has 
labored under a greater strain of urgency or performed a 
more valuable service than the medical groups. 


Through centuries of effort you have progressed from 
the humble herb-and-folk practice until today, through 
the application of modern science, you heal diseases which 
heretofore would have been fatal. Through your efforts it 
is possible for the blind, the stricken, and the crippled to 
be able to live useful lives. You have been able to increase 
materially the life span of the average man and woman. 

This you have been able to accomplish because your pro- 
fession has been free. It has been free to dare. It has been 
free to progress. You have had the assurance of great per- 
sonal satisfaction in rendering indispensable services to 
your fellow men. You could expect some measure of ma- 
terial reward for your investment in years of education 
and hard study and devotion to your profession. 


Under the harsh necessity of war, your law-making body, 
the Congress, has delegated enormous powers to the several 
branches of the executive department of this Government, 
There was no escape from this procedure. The details 
of war activity must be administered by the executive 
machinery. But having yielded these powers, the Con- 
gress has a covenant with the people of America care- 
fully to watch the exercise of these vast powers and be 
ready to curb and correct any abuses. Congress must be 
ready to amend, restrict or even to recall any authority 
it has granted if new conditions,’ or the abuse of power 
make it essential to the public interest to do so. Above 
all, it is the solemn responsibility of Congress, if we are 
to keep faith with the people, to revoke these enormous 
powers when the war is over. It would be a futile victory 
if we were to win a war over dictatorship abroad only to 
have a permanent dictatorship fastened upon America at 
home. 

For some years, a small but powerful group in this coun- 
try has endeavored to undermine American institutions, 
American ideals, and our American way of life. These 
people are as clever as they are determined. They have 
promoted their cause in the public press, over the air- 
waves, on the platform, and in books and pamphlets... . 

The purpose, of course, of these plotters in attempting 
to tear down American institutions and our form of govern- 
ment is to substitute some brand of state socialism in this 
country. ... 

Let me remind you that if we should lose our American 
form of government, it will not be by accident; it will be 
by deliberate design of groups who have set out to socialize 
this country for their own purposes of becoming an en- 
trenched bureaucracy, and to achieve permanent personal 
power. 

I do not need to remind you that one of these groups 
would radically change the status of your profession. In- 
stead of leaving you free, they would regiment you under 
a rigid system of governmental controls. They would curb 
your opportunities. They would arrest your progress. They 
would deprive you of your freedom. And they would do 
all this under the specious plea of aiding the unfortunate 
and giving all people security. 

These misguided individuals evidently forget that if you 
regiment men and women, if you eliminate the opportunity 
for individual progress, you kill individual initiative at the 
same time. 

A ward of the State, with specific limitations and a fixed 
income, operating under the direction of a bureaucrat who 
may himself possess no scientific knowledge, would not, 
except in rare instances, put in the long hours of intensive 
study and experimentation necessary to blaze the way for 
progress. A physician on a fixed salary and in a treadmill 
practice would not have the same urge to watch zealously 
over those in his care as the physician whose patient is his 
personal, individual responsibility. By destroying initia- 
tive and progress, we might well be sentencing vast num- 
bers of people to earlier death because we could not as 
intelligently cope with disease, 

Every one of us has a definite interest in seeing that 
every child, every woman and every man secures adequate 
medical aid and care. We can and we will, as a govern- 
ment, discharge our full obligations to the sick, the aged, 
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and the unfortunate, unable to pay their own way. But 
we must do it in the American way—in a way which will 
preserve the spirit and the initiative of the men and women 
of your profession. They must be encouraged to go ahead 
with studies and experiments; to make new and greater 
scientific discoveries for the benefit of mankind. And we 
must care for our ailing ones in such a way that every 
patient will not be a ward and pawn of an all-powerful 
state. 

We must not shackle your great profession and restrict 
the service it can give to the world. If we give to some 
bureaucrat the power to regulate the practice and fix the 
fees of a physician and to govern the hospitals, we will 
shackle the science of medicine. We must make sure every 
man and every woman retains the right to select the doctor 
of his or her own choice. That has been a great American 
right and the people of this country want to keep it. 

To place the practice of medicine under bureaucratic 
control would not affect medicine alone; it would consti- 
tute a long, forward step in putting the other professions 
and all American labor, industry, and agriculture perma- 
nently under the direction of a Washington bureaucracy. 
By whatever name we might call it, it would be a form of 
state socialism... . 


. 


Revision of National Health Insurance Bill Urged 

New Haven, Conn., Dec. 30 (INS).—The Committee of Phy- 
sicians for the Improvement of Medical Care, Inc., recom- 
mended today drastic changes in the Wagner-Murray- 
Dingell bill to provide national health insurance. 

The Committee, composed of top members of the facul- 
ties of Harvard, Yale, Columbia, Johns Hopkins, and other 
leading medical schools, in a statement said that although 
some definite legislation was necessary to make medical 
aid available to all persons of average income, it could not 
approve the bill as written. 


To improve the quality of service proposed in the measure 
and “enhance the economy and efficiency” of its operation, 
a reduction in number of persons covered was urged. 

The Committee also urged consideration of a tax-sup- 
ported program in place of the proposed compulsory in- 
surance levy, and called for expansion of the part to be 
played by the national advisory councils, to be established 
by the bill. 


The report also criticized the proposed rates of payment 
as too small to cover costs of the services.—San Francisco 
Call-Bulletin, December 30. 


Congress Votes Social Security Tax Freeze 

Washington, Dec. 17.—The House completed congres- 
sional action today on a temporary measure to freeze the 
Social Security. tax at one per cent for the first two months 
of 1944, The levy was scheduled to increase automatically 
to two per cent on January 1. 

The Senate earlier had adopted a similar resolution. 

The action was taken because leaders have abandoned 
hope of enactment of a new tax bill by January 1. The 
tax bill includes an amendment ‘‘freezing’’ present Social 
Security taxes for the entire year of 1944. . . .—San Fran- 
cisco Call-Bulletin, December 17. 


Group Medical Dispute Flares 

Dallas, Texas, Jan. 3 (UP).—Dr. E. H. Carey, president 
of the National Physicians’ Committee, charged today that 
group medicine legislation sponsored by Senator James E. 
Murray (D., Mont.), is the ‘‘first attempt to socialize every- 
thing in this country.”’ 

“We have a right to express our opinions,”’ he said, ‘“‘and 
if Senator Murray doesn’t like it, we can’t help it.” 

Carey declined to comment further, because he had not 
read Murray's charges. 

4 @ 


Washington, Jan. 3 (UP).—The long-standing contro- 
versy over group medicine flared anew today as Senator 
James E. Murray (D., Mont.), accused the American Medi- 
cal Association of issuing ‘‘propaganda’”’ to misrepresent 
medical care provisions of his bill for an expanded social 
security system. 

He charged that the American Medical Association had 
set up in Chicago the organization called the National Phy- 
sicians’ Committee which was seeking to ‘‘distort and 
falsify’? his measure. The bill, by setting aside 3 per cent 
of a worker’s wage, would entitle him to services of a 
general practitioner and, if needed, to more specialized 
treatment, including thirty days’ hospitalization annually. 

The American Medical Association promptly issued from 
its Chicago headquarters an official statement denying any 
connection with the Physicians’ Committee, but it took 
occasion to back up the Committee’s stand against the 
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medical care features of Murray’s bill. The American 
Medical Association recalled that its House of Delegates 
had approved the efforts ‘“‘not only of the National Phy- 
sicians’ Committee, but of any other organization that 
will aid in defeating this pernicious legislation.”—Oakland 
Tribune, January 3. 


Medical Care 


We have to agree with Dr. E. H. Carey, head of the 
National Physicians’ Committee, that doctors or any other 
persons have a right to express opinions about the medical 
care provisions of Senator James E. Murray’s bill to expand 
the social security system. 

The Montana Senator appears to think his bill sacro- 
sanct. In his assault on the Committee because it has the 
temerity to oppose his measure, he resorts to innuendo and 
the use of opprobrious terms in an evident effort to create 
an impression that criticism of his bill can spring only 
from evil and sinister sources. 

He charges that the Physicians’ Committee is a creature 
of the American Medical Association set up for a covert 
attack on his bill. The American Medical Association 
promptly denies this, but whether this charge is true or 
not seems to us to have nothing to do with the case. The 
American Medical Association has a right to oppose the 
bill and, if it so chose, to set up a committee to do so. 
Many other persons are opposing this bill, deeming it alto- 
gether too extreme. 

One good purpose may be served by Senator Murray’s 
outburst; to bring the bill to public attention and get it 
the thorough discussion it should have before Congress 
votes on it. The bill looks much like one of those things 
that ought not to be put over on the American people unless 
they realize precisely what they are bargaining for.—San 
Francisco Chronicle, January 5. 


“Call Us Monday’’—A Picture of Socialized Medicine 

“That None Shall Die” is the significant title of a book 
in which is a chapter that vividly portrays what happens 
when political red tape, inherent in socialized medicine, is 
allowed to infringe on the medical profession. This is an 
episode from the book, as related in Nation’s Business: 

A young doctor has been called late at night to see a 
patient with lobar pneumonia. The family tells him can- 
didly they have no money. It proves to be a desperate case. 
He calls the city hospital. 

“Is the man a resident?” . 

“No, he’s an unemployed worker here on a visit.” 

“Then that rules him out. We’re not allowed to take 
out-of-town cases.”’ 

Next, the doctor calls the director of the socialized wel- 
fare service, asks if she can hospitalize his patient. 

“Perhaps we can arrange it. If you’ll give me the name 
and address, I'll put an investigator on it Monday.”’ 

“Monday! He’ll be dead by Monday!”’ 

Back at the bedside the doctor decides that pneumonia 
serum combined with sulfapyridine is the one chance of 
saving the sick man. But they cost money. He dials the 
social service director again, ‘I’ve typed this patient and 
find it’s Type I pneumococcus. Can you arrange to finance 
the purchase of serum for him?” 

“I’m sorry, doctor,” the impersonal voice drones, “the 
Government makes no provision for the purchase of serum 
by our department. Besides, we cannot consider helping 
any case without the proper investigation. Perhaps if you 
call'us Monday. ... .” 

The doctor cut the Gordian knot of social medicine by 
buying the serum himself and administering it.—Riverside 
Press, December 10. 


COMMITTEE ON HOSPITALS, 
DISPENSARIES AND CLINICS 


Court Rules Charity Hospitals in California Not 
Required to Pay State Tax 

Ruling that hospitals classed as charitable institutions 
are not required to pay State unemployment insurance 
taxes, the Appellate Court on December 2 held that the 
Scripps Memoria! Hospital at La Jolla is entitled to re- 
cover $3,953 paid under protest to the California Employ- 
ment Commission. 

The decision of the Fourth District Court of Appeal, sit- 
ting in San Bernardino, affirms the judgment of the San 
Diego Superior Court, and will have a widespread effect 
on payments of similar institutions throughout the State. 
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The Court found that the Hospital is a nonprofit corpo- 
ration “and has never refused admission to anyone because 
of race, creed or inability to pay,” and therefore is deemed 
to be a charitable organization. ; 

After the Superior Court decision, the State Employ- 
ment Commission appealed from the ruling on grounds 
that the Hospital should pay unemployment insurance taxes 
“because only a small part of its operations are rendered 
gratuitously to persons unable to pay.” 

The Hospital, the Court held, was endowed by the late 
Ellen Browning Scripps solely for “charitable, scientific 
and educational purposes,” and should be exempt from un- 
employment taxes because it was not an employer under 
provisions of the State Act. 


New Kaiser Hospital 


In Washington, on December 28, Henry J. Kaiser stated 
he was ready to start work on a new hospital in Alameda 
County, and had authority for it from every Federal agency 
except the Production Urgency Committee of the War 
Production Board for the San Francisco Bay Area. 

“The Federal Works Administration has agreed to build 
the hospital and lease it to us for twenty years, and the 
President has approved the project,” said Kaiser. “But 
four weeks have passed and we haven’t been able to start 
on it because the Production Urgency Committee doesn’t 
think it’s urgent. And at the same time the newspapers are 
carrying stories about women dying because they can’t 
get hospital care.” 

Mr. Kaiser disclosed that an attempt had been made to 
get the Urgency Committee to change its stand. Meeting 
with one of his aides, Codrdinating Committee for Medi- 
cal Care for the State of California, composed of repre- 
sentatives of the Department of Public Health, hospitals 
and doctors, unanimously approved the project following 
a report from Major Smith of the Office of Civilian De- 
fense as to the dire need for the new hospital. 


OPPOSITION FROM HOSPITALS? 

Mr. Kaiser said he had been informed that opposition 
to the project stemmed from hospitals around the Bay, 
which fear the postwar effect of new structures. 

Turning to the hospital problem, Mr. Kaiser said one of 
his hospitals in Richmond has treated 1,500,000 cases and 
is now providing approximately 125,000 treatments a month 
for the 90,000 workers he employs there. 


Higher Medical Rates in Los Angeles for Care of 
Medical Indigents 

Increase in some of the rates paid private physicians at- 
tending Los Angeles County indigent patients has been 
authorized by the Board of Supervisors at the request of 
the Department of Charities. Several rates for services 
not heretofore provided for also were authorized, including 
dental work. 

Under the new schedules, office visits will be paid for 
at the rate of $1 each instead of 50 cents, while certain types 
of house calls will bring $2.50 instead of $1.75. Teeth ex- 
tractions will cost the County from $1 to $2 each. 

“This will not create a large additional expense or re- 
quire additional appropriation,’ County Manager A. H. 
Campion informed the Board, due to the reduction in the 
number of patients being served. He also stated that all 
special treatments by private physicians must be previously 
authorized by the county doctor-in-charge and that strict 
budgetary control of such expenditures will be maintained. 


Los Angeles County Hospital to Have Cadet 
Nurses’ School 
To save the county of Los Angeles $200,000 annually 
and build up a reserve of trained nurses, County Supervisor 
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Roger Jessup recently proposed inauguration of a cadet 
nurses’ training school at the County General Hospital, 
under the supervision of the United States Public Health 
Service. 

Such a school, Jessup told his colleagues at the super- 
visors’ meeting, not only would help relieve the acute short- 
age of nurses, but would help materially in relieving the 
hospital’s shortage of employees. 

“There is a saving of approximately $200,000 a year in 
this project for the county, too,” said Jessup, pointing out 
that the cadet nurses would be doing work in their regular 
training for which the county would otherwise have to pay. 


Doctor and Personnel Shortage in Los Angeles 
County General Hospital 

Too many patients, coupled with insufficient and inade- 
quately trained personnel, have created a serious problem 
in Los Angeles County General Hospital and allied county 
institutions—so much so that they may have to be closed 
against admission of additional patients, and some patients 
may have to be discharged before full recovery, was the 
warning sounded recently by A. J. Will, County Super- 
intendent of Charities. 

“The General. Hospital, Olive View Sanatorium, and 
Rancho Los Amigos are simply unable to give customary 
care to patients because of the extra heavy patientload and 
inadequate staff of trained personnel,” Will said. 

Another handicap mentioned by Will was the fact that 
the War Manpower Commission has allocated but 37 resi- 
dent physicians compared with 65 in normal times, and only 
78 internes compared with 120. The General Hospital is 
short 140 graduate nurses. 

Of the 3,500 hospital employees, more than half of the 
nonprofessional personnel lack the required training, he 
stated. 

Every day approximately 500 employees are ill or wil- 
fully absent, Will said, and on one recent day there were 
240 absentees in the nursing division and 48 in the culinary 
department. 

The hospital laundry is so short of male help that fre- 
quently two thousand bags of laundry remain unwashed at 
a time, and the daily patient load is running higher this 
year than last. 


Hastings Sanatorium Established Near Pasadena 

The “Charles Cook Hastings Home,” envisioned by the 
late Charles H. Hastings in his will, creating and endow- 
ing the Hastings Foundation for research into the cause 
and cure of tuberculosis and other diseases, will be located 
near La Vina Sanatorium near Pasadena, “and will work 
in close codperation with this well-known institution.” 

The Foundation was organized on February 19, 1943, 
with incorporators and the first board of directors consist- 
ing of Captain May, U. S. N. R., president; Dr. Leroy B. 
Sherry, Pasadena, physician and surgeon, vice-president ; 
and Lloyd W. Brooke, member of the firm of Cruickshank, 
Brooke, Dunlap, and Ross, attorneys for the personal ex- 
ecutor, as secretary-treasurer. 


La Vina is a nonprofit organization incorporated under 
California laws in 1909 by Dr. Henry B. Stehman, occupy- 
ing property consisting of 232 acres north and west of 
Pasadena, and this sanatorium has been engaged ever since 
in the care of tuberculosis patients. 

La Vina has operated under the medical direction of 
Dr. Carl R. Howson, with corporate management in the 
hands of a board of directors of Pasadena and Altadena 
citizens. 

It was decided that it would be the desire of each insti- 
tution that Dr. Carl Howson, medical director of La Vina, 
should become the first medical director of The Charles 
Cook Hastings Home. 
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An agreement was reached whereby La Vina agreed to 
sell to The Hastings Foundation 7.72 acres of ground with 
the structures thereon, known as the Preventorium, nurses’ 
home, and a barn now being used as a garage. The property 
acquired will be remodeled and equipped and established 
under the name of “The Charles Cook Hastings Home.” 

It will commence operations by conducting research into 
the causes and possible means of curing tuberculosis, and 
simultaneously will provide care and treatment for from 
sixteen to twenty persons afflicted with tuberculosis. The 
patients of The Charles Cook Hastings Home shall be 
cared for free from all cost and charges of any kind, nature 
and description, as expressly provided in Mr. Hastings’ 
will. 

It is confidently hoped that construction of The Charles 
Cook Hastings Home may be begun next spring and that 
the necessary priorities can be arranged for beginning this 
project during 1944 so that the benefits may be realized at 
the earliest date possible in view of the great needs which 
are developing as an unhappy result of the present World 
War. 


Riverside County Hospital Maintenance Costs 


The Riverside County Hospital, during November, was 
operated at a net cost of $22,580.31. 

Total expenditures for the month were $27,277.12, the 
report shows, and credits amounted to $2,388.38. Total 
claims approved amounted to $24,968.69, and courthouse 
and county farm supplies to $2,308.43. 

Credits were divided as follows : Cash from pay patients, 
$1,626.28; from toll calls, $2.73; from ambulance, $74.25; 
miscellaneous, $10; direct to county counsel, $15; service 
supplied to sheriff, $470.60; supplied to detention home, 
$133.42. 

.COSTS ITEMIZED 


Expenditures were listed as follows: Administration, 
$1,492.01; professional care, $12,653.67 ; departments, $10,- 
859.54; house and property, $2,271.90. 

The report listed salaries during November, 1943, at 
$18,836.35 and for the same month one year ago at 
$14,239.06. Provisions for last November cost $4,927.54, 
for November, 1942, $3,931.36. Other operating expendi- 
tures were: November, 1943, $3,513.23; November, 1942, 
$4,446.05. 

General statistics included: Total number of patient 
days, 5,624; average patients per day, 187; average days 
stay, 15; total general hospital days, 3,000; daily average 
general hospital patients, 100; total tuberculosis days, 
1,665; daily average of tuberculosis patients, 55; total 
chronic and custodial days, 959; total out-patient visits, 
532; total new out-patients, 154; total average number of 
employees, 152; total average number of nurses and order- 
lies, 67 ; cost per patient per day, $4.85; food cost per meal, 
1914 cents; total meals served, 23,511. 

Births during November numbered 13, deaths 33. There 
were six major operations, 59 minor operations, 248 x-ray 
examinations, and 2,143 laboratory examinations. 


Los Angeles Supervisors Seek Establishment of 
United States Marine Hospital 

Los Angeles County supervisors on Tuesday gave impe- 
tus to the establishment of a United States Marine hospital 
on eighty acres of land at Century and Imperial boulevards 
when the Board recently named a committee of prominent 
citizens and shipping men to speed Congressional action 
on a bill now before Congress for the erection of the 
hospital. 

The Committee is to urge passage by Congress of the 
legislation to erect the proposed 300-bed hospital and speed 
its construction. The County Board of Supervisors on 
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July 28, 1943, voted to allocate the site for the hospital 
pending its approval by Federal officials. 

Recently, Dr.. Thomas E. Parran of the United States 
Public Health Service inspected the site and gave it his 
approval. 





COUNTY SOCIETIES‘ 


CHANGES IN MEMBERSHIP 


New Members (21) 


Alameda County (2) 
Cheadle, Gerald E., Alameda 
Oakes, Robert J., Berkeley 
Butte-Glenn County (1) 
Hennig, Lloyd Raymond, Willows 


Los Angeles County (1) 
Peha, Lewis, J., Santa Ana 


San Bernardino County (8) 


Barnes, M. D., Camp Mackall, North Carolina 
Cadwell, Ernest, Fontana 
Hardinge, Metvyn G., Loma Linda 
Kearns, Grant F., Daggett 
Lyda, Edwin E., San Bernardino 
Sedam, Margaret S., Redlands 
Smith, R. Esmond, Patton 
Swartout, Hubert C., Loma Linda 
San Diego County (1) 

Stearns, L. M., La Jolla 

San Francisco County (7) 
Bischoff, Harold W., San Francisco 
Buehler, J. Merle, Watsonville 
Curtis, Loris E., San Francisco 
Eldridge, David G., San Francisco 
Farber, Seymour M., San Francisco 
Quillinan, Robert H., San Francisco 
Streck, Fletcher William, San Francisco 

Santa Barbara County (1) 
Baisinger, Cecil F., Santa Barbara 

Transfers (5) 


Dickson, Owen C., from San Francisco County to Ala- 
meda County. 


Gray, Russell M., from Riverside County to San Bernar- 
dino County. 


Nevins, Fred P., from Contra Costa County to Alameda 
County. 


Sanders, Jewell, from Fresno County to Alameda 
County. 


Scarborough, Charles G., from Fresno County to Santa 
Clara County. 
Life Members (1) 
Peers, Robert A., Placer County 


Retired Members (3) 
Adams, Walter C., Alameda County 
Commons, Ernest L., Los Angeles County 
Happ, William M., Los Angeles County 


Resignations (3) 
Cortright, C. B., Alameda County 
Kavanagh, Mary F., San Francisco County 
Powell, Alvin, Alameda County 


7 For roster of officers of component county medical 
societies, see page 4 in front advertising section. 
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Inu Memoriam 





Behne, Kurt Friedrich. Died at Los Angeles, Janu- 
ary 15, 1944, age 58. Graduate of Vereinigten Friedrichs- 
Universitat Medizinische Fakultat, Halle-Wittenberg, 
Prussia, 1908. Licensed in California in 1924. Doctor 
Behne was a member of the Los Angeles County Medical 
Association, the California Medical Association, and a 
Fellow of the American Medical Association. 


+ 


Clark, Jonas. Died at Gilroy, December 31, 1943, age 91. 
Graduate of Harvard Medical School, Boston, 1875. Li- 
censed in California in 1877. Doctor Clark was a retired 
member of the Monterey County Medical Society and the 
California Medical Association. 


* 


Stabel, Ferdinand. Died at Redding, December 8, 1943, 
age 72. Graduate of the Cooper Medical College, San 
Francisco, 1896. Licensed in California in 1896. Doctor 
Stabel was a retired member of the Shasta County Medical 
Society and the California Medical Association. 


*. 


Steddom, Francis White. Died at Los Angeles, No- 
vember 17, 1943, age 90. Graduate of the Miami Medical 
College, Cincinnati, 1887. Licensed in California in 1888. 
Doctor Steddom was a member of the Los Angeles County 
Medical Association, the California Medical Association, 
and a Fellow of the American Medical Association. 


+ 


Young, Edgar Nelson. Died at San Diego, December 
23, 1943, age 58. Graduate of the College of Physicians 
and Surgeons, Los Angeles, 1912. Licensed in California 
in 1920. Doctor Young was a retired member of the San 
Diego County Medical Society and the California Medical 
Association. 





CALIFORNIA PHYSICIANS’ 
SERVICE? 


(Continued from Page 38 of January issue) 


Proceeding from a standing start, as it did, California 
Physicians’ Service immediately found itself up against 
financial experimentation, a condition which has persisted 
until relatively recent months. There was no person to 
turn to, no table of actuarial experience, to show how much 
demand for service would be made under a full coverage 
contract or a deductible contract or a surgical contract. 


No other organization had ever embarked upon a medical 
care plan such as this. None had achieved a financial ex- 
perience which could be turned over to California Phy- 
sicians’ officials for their study. 

With this financial inexperience, California Physicians’ 
Service went into the market with a full-coverage contract, 
the type of service most in demand by the public and the 
type that the founders of California Physicians’ Service 
had visualized in setting up their organization. Members 
were assured of full coverage for their medical and surgi- 


yAddress: California Physicians’ Service, 153 Kearny 
Street, San Francisco. Telephone EXbrook 0161. A. E. 
Larsen, M. D., Secretary. 
Copy for the California Physicians’ Service department 
in the OFFICIAL JOURNAL is submitted by that organization. 
For roster of nonprofit hospitalization associates in Cali- 


fornia, see in front advertising section on page 5, bottom 
left-hand column. 
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cal care, subject only to a few exclusions which are gener- 
ally standard in all medical care coverage. 

Thus, during the formative period of California Phy- 
sicians’ Service, the broadest possible coverage was given 
to the beneficiary members. The result was that the unit 
value paid to the professional members was low. In the 
early days of the organization it dropped to as low as $1.10 
a unit, a far cry from the $2.50 ideal unit established under 
the fee table. The low unit value came partially from high 
initial overhead costs and partially from an undue use of 
the service by some beneficiary members. The greater the 
number of total units of service rendered in any month, the 
lower the unit value for that month. 


EXPERIENCED GAINED 


Out of the mass of figures accumulated each month 
under this one type of coverage, California Physicians’ 
Service gradually began to draw some conclusions as to 
the financial stature of its organization. Enough experi- 
ence began to pile up to give the basis for charting a 
financial course in some one definite direction. However, 
as recently as eighteen months ago an independent actuary, 
who had been called in to make an actuarial study, reported 
back that he had been unable to secure sufficient data for 
the basis of any sound findings. In other words, California 
Physicians’ Service had not yet come of financial age at 
that time. 

Agitation then developed for the dropping of the full- 
coverage contracts in favor of surgical or two-visit de- 
ductible contracts. This policy was adopted and a gradual 
changeover to the two limited-coverage contracts was 
started. The last of the full-coverage contracts was re- 
placed in the summer of 1943. In making this changeover 
there were almost no losses of member groups; in the few 
cases which were lost, the drains of the members of these 
groups on the finances of California Physicians’ Service 
indicated that the loss was really a gain. In the main, the 
groups which changed from full-coverage to a more limited 
type of coverage indicated a satisfaction with the coverage 
already received and that contemplated. 

With the establishment of surgical or two-visit deducti- 
ble contracts throughout, California Physicians’ Service 
started last summer to gain a new type of financial experi- 
ence. It was found almost immediately that where the 
patient had to pay for the first two visits to his physician 
that-he called upon the doctor only when he needed treat- 
ment. He stayed away from the doctor’s office with his 
cut finger or other minor ailment which theretofore had 
been not only a nuisance to the doctor, but a financial bug- 
bear to the organization. 

Now, after some eight months of experience with noth- 
ing but surgical and two-visit deductible contracts, Cali- 
fornia Physicians’ Service has gained considerably from 
a financial point of view. It is now definitely indicated that 
both these types of contracts show a much better chance 
of paying out an ideal unit to the professional members 
than the full-coverage contract ever had. It is now ap- 
parent that California Physicians’ Service can earn, in a 
period of a normal volume of illness, fairly close to the 
ideal unit, provided it sticks to the surgical and deductible 
contracts now in use. 

While the two-visit deductible contract is a little better 
actuarially than the surgical contract, there is little to 
choose between the two types of coverage. The public has 
shown a preference for the two-visit deductible contract 
because of its broader coverage. Furthermore, the sales 
opportunities with these two types of coverage are en- 
hanced considerably ; a group can be started with the low- 
cost surgical contract and, when there is demand for more 
coverage in the group, a rider can be attached to the con- 
tract for giving the two-visit deductible coverage. A group 
which has started on a surgical contract can be moved up, 
with a minimum of additional cost, to the two-visit de- 
ductible bracket. 
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UNIT VALUES IMPROVE 

Unit values, meanwhile, have gone steadily ahead. From 
the low of $1.10 a unit during the influenza the unit went 
to $1.25, then advanced to $1.75 and in November, 1943, 
went to $1.90. It is significant that during the last year 
California Physicians’ Service has been able to set aside 
some $50,000 in a reserve fund for the stabilization of the 
unit in times of epidemic or other periods of unusual medi- 
cal demand. It is also significant that the trustees of Cali- 
fornia Physicians’ Service have not wanted to establish a 
new and higher unit value until they see their way clear 
to continuing at the higher level. Thus, it appears now 
that the professional members may expect to continue re- 
ceiving $1.90 a unit for their California Physicians’ Service 
work, 

While increasing the unit value and adding to the unit 
stabilization fund California Physicians’ Service has also 
been able to repay to the California Medical Association 
a total of $7,000 of the $42,000 originally borrowed from 
the California Medical Association. 

Glancing back at the financial history of California Phy- 
sicians’ Service in the first five years of operation, it can 
readily be seen that the professional members have fur- 
nished the necessary financing. Each reduced unit of serv- 
ice which the professional members have received has 
represented a contribution by the professional members. 
Each time a professional member has received $1.25 for 
a unit which he hopes will go to $2.50, he has contributed 
$1.25 to the program of California Physicians’ Service. 

In most instances these contributions have not fallen too 
heavily on any one professional member ; in the aggregate 
they amount to a fairly large sum of money. It has been 
estimated that the professional members have donated 
about $1,350,000, paid by them in reduced unit values, for 
the first five years of experience for California Physicians’ 
Service. Meanwhile, they have seen their own organization 
undertake a program which otherwise would doubtless 
have been taken over by some State or Federal agency. 
They have seen grow up a lusty infant which today has 
accumulated a greater knowledge of prepaid medical serv- 
ice plans than any other organization or Government 
agency in the country. And they have seen how the doctors 
themselves can give the strongest possible answer to the 
constant threat of Government medicine. 

If the doctors of California had founded a commercial 
insurance company five years ago rather than California 
Physicians’ Service, they would have had to dig immedi- 
ately into their own resources for a sum which would prob- 
ably have been close to the amount they have contributed 
to California Physicians’ Service in reduced fees. Instead, 
they have had five years in which to make up their contri- 
butions. And in ‘these five years they have established 
California Physicians’ Service as a going concern, ready 
to take on the responsibility of the profession for the health 
of the residents of California. The ultimate price seems 
relatively low in terms of accomplishment. 

Next month this space will be devoted to a discussion 
of the public relations of California Physicians’ Service 
as affected by the professional members. 

ee # 
CALIFORNIA PHYSICIANS’ SERVICE 
153 Kearny Street 

San Francisco, 8, California 
743 South Grand View Street 

Los Angeles, 5, California 

Re: Commercial Program 

November 23, 1943. 
Dear Doctor: 


This chart will give you the progress of the unit value 
during the past two and one-half years. It indicates that 
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the conditions which caused the low unit value in 1941-1942 
have been corrected and we can expect a slow but healthy 
development in the future. (Note: The graph is not re- 
produced here. Concerning the unit value of $2.50, it began 
at 1.10 at the end of 1940. In February of 1941 it ran 
between 1.20 and 1.30, remaining so until January of 1942. 
In February 1942, it rose to 1.40, remaining at that level 
through November 1942. During the next three months 
it rose to 1.70 plus, commencing in February 1943, and 
has remained at that level.) 

Financial reports for the Commercial Program during 
the month of September were as follows: 
Membership dues and registration fees.... -.--$59,704.96 
Professional member registration fees 

$59,794.96 
15,784.88 


$44,010.08 
6,166.09 


Administrative costs 





Hospitalization and laboratory costs 


Available for. medical service 
20,079.1 units of service at $1.75 





$37,843.99 
35,138.43 


Transferred to Unit Stabilization Fund 


$ 2,705.56 


Sincerely yours, 


A. E. Larsen, M.D., 
Executive Medical Director. 


New Medical, Hospital Program for 
Riverside County Farmers 


A plan to provide medical and hospital services for 
farmers was announced recently by Orpha A. Miller. This 
plan has been developed through the California Physicians’ 
Service, representing over 5,000 California doctors, sixty- 
three of whom are in Riverside County. One or more of 
these doctors have their offices in each community of the 
county. 

According to Miss Miller, the plan operates through the 
Bi-County Farmers’ Health Association, which was organ- 
ized by farmers and farm laborers last May 1, 1943. Any 
farm family in California whose family annual net income 
is $2,000 or less may join. A “Farm Family” is defined as 
the family group residing in the common household and 
contributing their income to the “Family Annual Net In- 
come,” provided more than 51 per cent of the family annual 
income is derived from farming or farm labor. 

Employers of farm labor are said to recognize advan- 
tages of this Physicians’ and Hospital Service, since the 
shortage of farm labor is a serious handicap. 

The Farmers’ Health Association enters into an agree- 
ment with the California Physicians’ Service which, 
through its member doctors, supplies medical, surgical and 
obstetrical care. The farm family has free choice of their 
physician. 

Members of the Association also receive hospitalization 
up to twenty-one days for each separate illness or injury 
which requires it. The family fee ranges from $30 for a 
single person to a maximum of $60 a year for the largest 
families. Miss Miller stated that the closing date for 1943 
membership is November 13, 1943. 

Application blanks and further information are avail- 
able at 201 Lewis Building, Riverside, California. Phone, 
Riverside 1077. 

Families who do not have the ready cash and no other 
credit may secure a partial loan from the U. S. Depart- 
ment of Agriculture, Farm Security Administration, in 
financing their participation —Riverside News, October 28. 
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NEWS 


Coming Meetingst 

California Medical Association. Meetings will convene 
in Los Angeles. Dates of the seventy-third annual session, 
t6 be held in 1944, Sunday and Monday, May 7-8. 

American Medical Association. Sessions will be held in 
.Chicago (not St. Louis) on June 12-16, 1944. (See The 
Journal of the American Medical Association, November 6, 
1943, page 644.) 


The Platform of the American Medical Association 

The American Medical Association advocates : 

1. The establishment of an agency of Federal Govern- 
ment under which shall be coérdinated and administered 
all medical and health functions of the Federal Govern- 
ment, exclusive of those of the Army and Navy. 

2. The allotment of such funds as the Congress may 
make available to any state in actual need for the pre- 
vention of disease, the promotion of health, and the care 
of the sick on proof of such need. 

3. The principle that the care of the public health and 
the provision of medical service to the sick is primarily a 
local responsibility. 

4. The development of a mechanism for meeting the 
needs of expansion of preventive medical services with 
local determination of needs and local control of adminis- 
tration. 

5. The extension of medical care for the indigent and 
the medically indigent with local determination of needs 
and local control of administration. 

6. In the extension of medical services to all the people, 
the utmost utilization of qualified medical and hospital 
facilities already established. 

7. The continued development of the private practice of 
medicine, subject to such changes as may be necessary to 
maintain the quality of medical services and to increase 
their availability. 

8. Expansion of public health and medical services con- 
sistent with the American system of democracy. 





Medical Broadcasts* 
The Los Angeles County Medical Association: 

The following is the Los Angeles County Medical As- 
sociation’s radio broadcast schedule for the current month, 
all broadcasts being given on Saturdays. 

KFAC presents the Saturday program at 10:15 a. m., 
under the title “Your Doctor and You.” 

In February, KFAC will present these broadcasts on the 
date of February 5, 12, 19, and 26. 

The Saturday broadcasts of KFI are given at 9:45 a. m., 
under the title “The Road of Health.” 

“Doctors at War”: 

Radio broadcasts of “Doctors at War” by the American 
Medical Association, in codperation with the National 
Broadcasting Company and the Medical Department of 
the United States Army and the United States Navy, are 
on the air each Saturday at 2 p. m., Pacific War Time. 
Series commenced on January 8, 1944. Will run for twenty- 
six weeks, 





7 In the front advertising section of The Journal of the 
American Medical Association, various rosters of national 
officers and organizations appear each week, each list being 
printed about every fourth week. 

* County societies giving medical broadcasts are re- 
quested to send information as soon as arranged. 
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Pharmacological Items of Potential Interest to Cli- 
nicians*: 

1. Hold Everything: Right after H. Raistrick & Co.’s 
strong boost for patulin for the common cold (Lancet, 
245: 625, Nov. 20, 1943) conie C. H. Stuart-Harris & Co. 
saying ’tain’t so ([bid., p. 684, Nov. 27, 1943). Well, relax 
and enjoy the wit and wisdom of O. H. P. Pepper’s Fever 
Curve of Therapeutic Fads (Amer. Jour. Med. Sci., 206: 
703, Dec., 1943). 


2. Among New Books: American Psychiatric Associ- 
ation announces One Hundred Years of American Psy- 
chiatry, with fifteen chapters by various historians (Co- 
lumbia University Press, New York, 1944). Also from 
the same excellent press comes New Goals for Old Age, 
well edited by G. Lawton (New York, 1943). Second 
edition of G. L. Jenkins and W. H. Hartung’s Chemistry 
of Organic Medicinal Products appears expanded and im- 
proved (John Wiley & Sons, New York, 16,1944). T. E. 
Keys’ admirable series of essays on The Development of 
Anesthesia would make a swell booklet, after collection 
from Anesthesiology (Vols. 3 and 4) in which they origi- 
nally appeared. Allergists might note G. Erdtman’s Intro- 
duction to Pollen Analysis (Chronica Botanica, Waltham, 
Mass., 1943). W.H. Schopfer’s Plants and Vitamins has 
been translated by N. L. Noecker (Chronica Botanica, 
Waltham, 1943). Frontiers in Cytochemistry is a honey 
symposium in honor of R. R. Bensley, edited by N. L. 
Hoerr (Biologic Symposia X, Cattell Press, Lancaster, 
Pa., 1943). P. B. Hoeber offers four likelies: G. Draper & 
Co.’s Human Constitution in Clinical Medicine ; O. Glasser 
& Co.’s Physical Foundations of Radiology; R. W. Nauss’s 
Medical Parasitology and Zoélogy; B. P. Babkin’s Secre- 
tory Mechanisms of the Digestive Glands (New York, 
1944). J. B. Lippincott issue, twenty-third edition, The 
Dispensatory of the United States of America, 1881 pages, 
edited by H. C. Wood & Co., for $15, (Philadelphia, 1943). 
Bremer’s Histology has been revised by H. L. Weather- 
ford (Blakiston, Philadelphia 5, 1944). For $35, W. B. 
Saunders Company offers H. L. Bockus’ three volume 
Gastro-Enterology (Philadelphia 5, 1943). They also pre- 
sent R. P. McComb’s neat Internal Medicine (Philadel- 
phia 5, 1943). For $2, one may get I. D. Cardiff’s A Million 
Years of Human Progress (Dorset, New York, 1943). 
Pithy is M. Greenwood’s Linacre Lecture, Authority in 
Medicine (Macmillan, New York, 1943). Helpful is W. D. 
Postell’s Medical Bibliography (New Orleans, 1943). 

3. Shock: J. Davis says, “Watch A. Cournand & Co.’s 
studies on circulation in clinical shock, defined as end-stage 
of circulatory failure, and noting hemodilution in trau- 
matic and hemorrhagic shock with rapid circulatory failure 
and possible vasomotor collapse, but hemoconcentration 
in burns and abdominal injury” (Surgery, 13: 964, 1943). 
Y. Henderson struts perky review on tonus and denopressor 
mechanism and clinical physiology of major mode of death 
(Medicine, 22 : 223, 1943), and then raises hob with Coun- 
cil on Physical Therapy of the American Medical As- 
sociation over the return of the pulmotor as a “resusci- 
tator” a back-step toward the death of thousands (Science, 
98: 547, Dec. 24, 1943). How about the H-H Inhalator? 
R. A. Cleghorn finds mortality in dogs from standard 
severe bleeding is less at 72 degrees Fahrenheit than at 





* These items submitted by Dr. Chauncey D. Leake, 
formerly director of the University of California Pharmaco- 
logic Laboratory, now dean of the University of Texas 
Medical School, Galveston, Texas, 
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colder or warmer temperatures (Canad. Med Assn. Jour., 
49 : 362, 1943). R. L. Noble & Co. induce trauma resist- 
ance in rats, by gradually increasing trauma, and find less 
biochemical change in resistant than in normal animals 
(Amer. Jour. Physiol., 138: 346, 1943; Proc. Soc. Exp. 
Biol. Med., 54: 249, 1943). W. H. Cole & Co. find no corre- 
lation between plasma protein and blood specific gravity 
in gravity shock in rabbits (Jbid., p. 215). 

4. Tooting Our Own: R. Gregory, P. Ewing et al., in 
addition to stirring up much on hypertension (Texas Rep. 
Biol. Med., 1: 167, 1943, and more to come) show insulin, 
glucose, and pyruvate have no effect on rate of alcohol 
metabolism (Proc. Soc. Biol. Med., 54: 206, 209, 1943). 
A. H. Hanszen and W. Selle find adsorbents in diet inhibit 
butter-yellow liver cancer (Jbid., p. 225). G. Emerson 
notes neostigmine plus dilantin protect rats against severe 
anoxia (Jbid., p. 252). L. L. Lumsden, C. A. Nau and 
F. M. Stead are honest about our food poisoning (Pub. 
Health Rep., 58: 1497, 1943). E. J. Poth describes succinyl 
and phthalyl sulfathiazols as intestinal antiseptics (Texas 
State Jour. Med., 39: 369, 1943). 

5. Etc.: J. W. Knutson and W. D. Armstrong show 
some beneficial effect from ten topical applications of 
2 per cent NaF! solution in preventing dental caries (Pub. 
Health Rep., 58: 1701, 1943). L. J. Davis offers helpful 
survey of hemolytic anemias (Edin. Med. Jour., 50: 589, 
1943). W. T. Longcope discusses serum sickness from 
sulfonamides (Med., 22: 351, 1943). 





Mortality Among Physicians in 1943.—Of 3,156 deaths 
of physicians reported in The Journal of the American 
Medical Association during 1943, twenty of the doctors 
were killed in war action and 105 died in military service, 
The Journal reported. 





Physician’s Federal Income and Victory Tax.—The 
American Medical Association Bureau of Legal Medicine 
and Legislation has prepared a five-page digest of the 
Federal income and victory tax regulations as regards phy- 
sicians. The synopsis is printed in The Journal of the 
American Medical Association for January 29, 1944, pages 
306-210, and contains much of interest to physicians who 
may be laboring with their reports to be submitted to the 
Government. 





Penicillin Use in Venereal Disease.—According to an 
Associated Press dispatch, two medical officers on Febru- 
ary 1 told the American Social Hygiene Association that 
they used the new drug penicillin to cure all of about one 
thousand cases of gonorrhea—most of them within fifteen 
to twenty-four hours per case. 

The medical men were Dr. John F. Mahoney, director 
of the Venereal Disease Research Laboratory of the United 
States Marine Hospital at Staten Island, and Col. C. M. 
Walson, Medical Corps officer of the Second Service 
Command. 

Doctor Mahoney said that between 700 and 800 men 
infected with gonorrhea were treated at the Marine Hos- 
pital and all recovered. Fifteen hours was the average 
length of time in effecting a cure, he added. 

Penicillin also was used to treat sixty men with early 
syphilis, and all apparently are recovering. 

Doctor Walson said that 156 cases of gonorrhea which 
did not respond to treatment by sulfa drugs were all cured 
by penicillin. Eighty-eight per cent of the cases were cured 
within twenty-four hours by one administration of the 
drug, but the other cases required from two to three ad- 
ministrations over a slightly longer period. 





American Red Cross, Washington 13, D. C.—During 
March the American Red Cross will raise its 1944 War 
Fund. A goal of $200,000,000 has been set. 
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The millions of volunteer donors who have visited 
American Red Cross blood donor centers have helped save 
the lives of great numbers of our soldiers and sailors. 
These centers are equipped with up-to-the-minute scien- 
tific apparatus, and their operation is financed from Red 
Cross funds. 

Thousands of food parcels packed by volunteers are 
regularly shipped by the America Red Cross for distri- 
bution to American and United Nations prisoners of war 
and civilian internees in Europe. Similar shipments also 
go to the Far East. The Red Cross serves on every front. 





American College of Surgeons to Hold Twenty-Two 
War Sessions in 1944.—Twenty-two cities, distributed 
throughout the United States and Canada, have been se- 
lected by the American College of Surgeons as headquar- 
ters for one-day War Sessions to be held in March and 
April, 1944. Advancements in military medicine and de- 
velopments in civilian medical research and practice under 
the spur of the war emergency will be presented by authori- 
ties representing governmental agencies, and by civilian 
physicians and surgeons. 

The meetings will be open to the profession at large, in- 
cluding medical officers of the Army and the Navy, resi- 
dents, interns, medical students, and executive personnel 
in hospitals. 

The California schedule for the meetings follows: 

Monday, April 24—San Franciscé, Northern California 
and Nevada, Mark Hopkins Hotel. 

Thursday, April 27—Los Angeles, Southern California 
and Arizona, The Biltmore Hotel. 





San Francisco and California’s Population Show 
Increase.—Civilian population of San Francisco for Janu- 
ary, 1944, is 690,000, the California Taxpayers’ Associ- 
ation estimated. This is an increase of about 55,000, or 
approximately 9 per cent over the 634,536 people here when 
the 1940 census was taken, the Association stated. 

Population of the State is estimated at 8,014,000 for 
January, 1944, by the taxpayers’ organization. This is an 
increase of 1,007,000, or about 16 per cent, over the 6,907,- 
387 people shown by the April, 1940, census. Population 
of the State a year ago was estimated at 7,795,000. 

“Postwar planning should recognize the return to their 
old homes of many of the people who have gone to war 
industry areas to work,” the Association pointed out. “In 
ordinary times the growth of population in California has 
been widespread with nearly all areas showing increases. 
After victory, population of many inflated war centers can 
be expected to drop back toward normal. Local govern- 
ment planning for the future should provide for such a 
trend in population. 





Baruch Committee on Physical Medicine: Dr. Ray 
Lyman Wilbur, Chairman. — Chancellor Emeritus Ray 
Lyman Wilbur recently returned to the Stanford campus 
from the East, where he has been organizing the Baruch 
Committee on Physical Medicine, of which he has been 
appointed chairman by Bernard Baruch. The Committee 
has received a $25,000 grant with which to conduct its 
establishment and research. 

Doctor Wilbur describes the mission of the newly formed 
committee as follows: “The principal problem is to study 
the field of physical medicine in the United States and 
make recommendations of the best ways in which to ad- 
vance the training in this field of medicine.” The study 
will include an assimilation of all the facts concerning 
physical therapy which are available at the present time. 

The Committee has established an office in New York 
for the next three months, in which time it will make a 
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preliminary review of physical medicine in its various as- 
pects. The field of physical therapy includes hydrotherapy, 
electrotherapy, light therapy, balneology (therapeutic use 
of natural mineral waters), massage, and the use of light 
rays as treatment. According to Doctor Wilbur, Baruch 
has asked the Committee to investigate the assistance the 
program could give to the rehabilitation of wounded men 
of the service. 

Physical medicine has a long but undeveloped past his- 
tory, but, according to Doctor Wilbur, the future will find 
it making great advances as a scientific field. 





MEDICAL JURISPRUDENCE‘ 


HartLey F. Peart, Esq. 
San Francisco 


Legal Effect of Delegation of Duties to a 
Registered Nurse 


Because of the current shortage of physicians and sur- 
geons in most localities, numerous inquiries have been 
received as to the legality of entrusting certain procedures 
to registered nurses employed in a physician’s office and 
thereby conserving, to a considerable extent, the more valu- 
able time of the physician. 


When a medical procedure or treatment is delegated by 
the physician to his nurse, two legal questions are raised: 
First, a question of possible unlawful practice of medicine 
by the nurse; and, second, a question as to the effect of 
such delegation upon possible malpractice liability of the 
physician. 

In Sowash vs. Emerson, 32 C. A. 13, it was held that 
nursing is a distinct scientific profession which is properly 
the subject of regulation by the State. Accordingly, in 
determining what a registered nurse, licensed by the State 
of California, may properly do, reference must first be had 
to the statutes. Business and Professions Code, Section 
2725 defines the practice of nursing: 


“The practice of nursing within the meaning of this 
chapter is the performing of professional services requiring 
technical skills and specific knowledge based on the princi- 
ples of scientific medicine, such as are acquired by means 
of a prescribed course in an accredited school of nursing 
as defined herein, and practiced in conjunction with cura- 
tive or preventive medicine as prescribed by a licensed 
physician and the application of such nursing procedures 
as involve understanding cause and effect in order to safe- 
guard life and health of a patient and others.” (Italics 
ours. ) 

The next section of the Code provides that the license 
of a registered nurse confers no authority upon the holder 
to practice medicine or surgery or to undertake the pre- 
vention, treatment or cure of disease, pain, injury, de- 
formity or mental or physical condition in violation of any 
principle of law. 

The net result of these sections is that a nurse may legally 
perform any procedures in connection with the care of a 
patient which would not constitute practice of medicine in 
violation of the Medical Practice Act and can do many 
things under the general supervision of a physician which 
would be unlawful if performed entirely on her own re- 
sponsibility. The law clearly authorizes a registered nurse 
to undertake all necessary procedures to carry out the 
orders of a doctor of medicine. In answer to inquiries, we 
have advised that if done under the supervision of a doctor 


+ Editor’s Note.—This department of CALIFORNIA AND 
WESTERN MEDICINE, presenting copy submitted by Hartley 
F, Peart, Esq., will contain excerpts from the syllabi of re- 
cent decisions and analyses of legal points and procedures 
of interest to the profession. 
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of medicine, a registered nurse may properly carry out 
such procedures as the giving of intramuscular and intra- 
venous hypodermic injections. 

The question then is raised of the effect of delegation 
to a nurse of certain duties upon possible malpractice lia- 
bility of the physician. Unless the acts performed by the 
nurse at the direction of a physician are of such a nature 
that no reasonably competent physician would allow a nurse 
to perform them, the fact alone that the nurse rather than 
the physician performs a certain act would not establish 
liability for malpractice in the event that some damage 
results to the patient from the treatment. A physician is, 
however, directly responsible for all acts of his assistants 
and, in the event some damage results to the patient through 
the negligence of the nurse, liability could be imposed upon 
the physician. 

In the final analysis, it must be the physician in charge 
who determines what a nurse shall be permitted to do in 
a given case. The final responsibility for the results of her 
action rests upon him and he must be the judge of the 
extent of her knowledge and experience. 





Urology Award.—The American Urological Associ- 
ation announces its annual award “not to exceed $500” for 
an essay on the result of some specific clinical or labora- 
tory research in urology. The amount of the prize is based 
on the merits of the work presented, and if the Committee 
on Scientific Research deems none of the offerings worthy 
no award will be made. Competitors shall be limited to 
residents in urology in recognized hospitals and to urolo- 
gists who have been in such specific practice for not more 
than five years. The selected essay (or essays) will appear 
on the program of the forthcoming meeting of the Ameri- 
can Urological Association, June 19 to 22, Hotel Jefferson, 
St. Louis. Essays must be in the hands of the secretary, 
Dr. Thomas D. Moore, 899 Madison Avenue, Memphis 3, 
Tennessee, on or before March 15. 





Concerning Resolutions to Be Submitted to the 
House of Delegates of the California Medical Associ- 
ation at the Annual Session.—Members of the Associ- 
ation and of the House of Delegates of the California 
Medical Association who have in mind the submittal of 
resolutions or amendments to Constitution and By-Laws to 
be presented to the House of Delegates at the annual 
session, to be held in Los Angeles on May 7-8, 1944, should 
keep in mind the rules of the House, which state that all 
such proposed resolutions and amendments must be sub- 
mitted in triplicate and handed to the Secretary at the time 
the same are presented. 





The Size of “California and Western Medicine” Re- 
duced: Governmental Directive—Commencing on Janu- 
ary 1, 1944, it has been necessary to reduce the number of 
pages in CALIFORNIA AND WESTERN MEDICINE by 10 per 
cent. The governmental directive applies to all publications, 
and has been issued in order to conserve paper. The saving 
has been accomplished by reduction in number of pages: in 
both the text and the advertising divisions. Hereafter 
some of the rosters which have appeared in every issue of 
CALIFORNIA AND WESTERN MEDICINE will have place only 
on alternate months. 





By no means the least important factor in preparation 
for defense is the maintenance and promotion of health at 
home. A high standard of health is important enough in 
normal times. It is doubly important in a time of stress. 
In the war-torn countries of Europe today, epidemics of 
disease are almost as greatly feared as enemy invasion.— 
Hon. Herbert H. Lehman, former Governor of New York 
State. 
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Will Medical Practice Be Run From Washington? 


Does the country desire the federalization of the practice 
of medicine? 


If not, a very near approach to some such system is con- 
tained in the Wagner-Murray- Dingell bill, now before 
Congress. 

Under this bill, the insurance, unemployment, and old- 
age benefits provided in the Social Security Act would be 
extended to include medical care. 


Limited hospitalization also is included in the provisions 
of the measure. ... 


And that brings up the question of costs. 

How is such a grandiose scheme to be financed? 

It is proposed to amend the Social Security Act so 6 per 
cent of every employee’s salary up to $3,000 shall be with- 
held from his pay envelope, this to be matched by a contri- 
bution from the employer. 

And one man would be given practically unrestricted 
administration of this tremendous sum. 

No one denies there are defects in the existing system 
of ministering to the sick. But this proposed cure, cre- 
ating as it does a great federal medical machine at 
enormous costs to the taxpayers, appears to be a worse evil 
than any ills which exist.—Fresno Bee, December 27, 1943. 
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TWENTY-FIVE YEARS AGO' 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XVII, No. 2, February, 1919 
EXCERPTS FROM EDITORIAL NOTES 


State Program Being Filled—The Committee on Scien- 
tific Program wishes to remind authors who are to read 
papers at the next annual meeting, which is to be held in 
Santa Barbara the third week in April, that titles and 
synopses must be in the hands of the Secretary by March 1. 
Because of the absence of many of the members of the 
Society who have been connected with the Service, and 
because of the great stress of work which has resulted 
from the prevailing epidemic of influenza, the Committee 
this year suspended its former ruling that all titles and 
synopses be in the hands of the Secretary by January 1. 
Remember the dates—April 15, 16, 17. 

The ruling that all authors must deliver to the Chairman 
of the Section before which his paper is read a copy of 
said paper before reading, will be strictly adhered to and 
‘the members are requested to bear this ruling in mind and 
govern themselves accordingly. . . . 


Notice Particularly —Do not forget to say, “I saw your 
‘ad’ in the Journal” when you buy or order. It helps the 
Journal, the dealer, and yourself. If you can say that, you 
are assured of the quality of what you buy. Just notice 
how many times this month you can actually say it. If you 
say it but seldom, then for goodness’ sake turn at once to 
the advertising pages of the Journal and see what an at- 
tractive line is available to you. This is no time to shirk 
obligations. Here is one of yours. Shoulder it. It’s not 
very large. “I saw your ‘ad’ in the Journal.” Write it. 
Say it. Profit by it. 


The Physician and the Industrial Accident Commis- 
sion.—Unquestionably, the operation of the Workmen’s 
Compensation, Insurance and Safety Act in this State has 
not been satisfactory to the medical profession. Funda- 
mentally, the elimination of the free choice of physician 
by the employee is subversive of professional ideals. The 
substitution of the physician employed by the State fund 
or by the private insurance carrier in the place of the family 
physician by dictate of the statute, aroused a deep and 
abiding sense of injustice in the breast of the doctor. 

We believe that the profession, in order to render the 
greatest service to the public and to itself, should recognize 
certain indubitable facts. First, that workmen’s compen- 
sation is and will be... . 


Another feature often criticized by physicians is the low 
fee schedule operative with the Industrial Accident Com- 
mission and casualty insurance carriers in general. There 
are various factors to be considered here. The physician’s 
overhead expense has advanced probably at the same rate 
as his cost of living. His fees have not advanced. Work- 
men’s wages have advanced rather in proportion to the cost 
of living. Should not the fee schedule be higher? Should 
the fee represent the value of the service rendered to the 
workman or its value in terms of the physician’s skill and 
time? What is the just basis for all fees? ... 


Druggists and the Venereal Campaign.—According to 
the Social Hygiene Monthly, approximately forty-five 
thousand retail druggists of the country are being asked 

(Continued in Front Advertising Section, on Page 20) 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association activities 
some twenty-five years ago. It is hoped that such presen- 
tation will be of interest to both old and new members. 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIAt 


By F. N. Scatena, M.D. 
Secretary-Treasurer 


Board Proceedings 

Results have recently been released for the October and 
November written examinations of the Board of Medical 
Examiners. Forty-five physicians and surgeons, one drug- 
less practitioner, and one midwife passed the October 
examination, conducted in Sacramento. Fifty-seven phy- 
sicians and surgeons and one drugless practitioner passed 
the November written examination, conducted in San 
Francisco. , 

An oral examination will be conducted at the Board’s 
office, 515 Van Ness Avenue, San Francisco, at 10 a. m., 
January 20, 1944. The Business and Professions Code, 
relating to the practice of medicine, requires that appli- 
cants for reciprocity, basing their applications on a certifi- 
cate issued more than ten years ago in their home state, 
must pass an oral examination in this State. 

* 7 

The next regular meeting of the Board will be held at 
the Elks Club, Los Angeles, February 7 to 10, 1944. At 
this meeting, written examinations will be conducted. 
Hearings on complaints for revocation of licenses, as well 
as hearings on petitions for restoration of revoked licenses, 
will be held, and other administrative business will be on 
the agenda for that meeting. 


News 


“Dean Loren R. Chandler, Stanford Medical School, 
was honored at the annual dinner of the Stanford Alumni 
Association at the Hotel St. Francis last night for his ten 
years on the University staff and for the work he has done 
in behalf of postwar medical scholarships for service men 
whose educations were interrupted by the war... .” (San 
Francisco News, December 4, 1944.) 


“Grim irony was in the story told today of how Captain 
Morris Gordon, San Francisco physician, won the Silver 
Star for gallantry in action on Attu. When Captain 
Gordon crawled forward in a hail of Jap bullets to rescue 
a wounded man, his companion tried to pull him back, 
warning Gordon that it would be suicide to leave their fox- 
hole. Gordon made the rescue safely, but a few seconds 
later his buddy was dead, killed by a Jap shell that smashed 
the foxhole Gordon had left... .” (San Francisco Call- 
Bulletin, January 4, 1944.) 


“Much thought is being given to the problem of pro- 
viding reémployment for men returning from military 
service. So far as possible, old jobs are being kept avail- 
able. But this does not apply to one group in the service 
whose jobs were the result of years of training and indi- 
vidual effort. When a doctor goes to war his job cannot 
be preserved for him. His patients must go elsewhere. 
When he returns he must find new patients—a slow, tedi- 
ous task that will not be made any easier by the fact that 
tens of thousands of other doctors released from the armed 
forces will be doing the same thing... .” (Santa Rosa 
Republican, November 27, 1943.) 


“The San Francisco College of Drugless Physicians, 
1119 Market Street, closed its doors today for the duration, 
(Continued in Back Advertising Section, on Page 36) 


¢ The office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertis- 
ing page - News items are submitted by the Secretary of 
the Board. 
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